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THE BACKGROUND TO THE PROJECT
It has frequently been observed that the use of medical and psychiatric
care services varies with marital status. AlIllOst a century ago, the Lunacy
Commissioners (lBB9) noted that 'at marriageable ages, and in proportion,
considerably more single than married or widowed persons are admitted to the
asylums of England and Wales' . More recent evidence confirms that the
*non-married continue to be disproportionately represented among those
admitted to and resident in psychiatric hospital (Baldwin, 1971; Price ~ al,
1971; McKechnie, 1972; Department of Health and Social Security, 1975),
and similar findings have been reported in relation to in-patient psychiatric
care from other countries (Halzberg, 1940; Odegaard, 1946, 1953; Locke ~~,
1960; Pugh and McMabon, 1962; Krupinski and Stoller, 1962; Kramer, 1969;
Taube, 1970; Kramer ~ al, 1972). Non-married people also seem more likely
to enter geriatric care. Kay ~ al (1962) reported 'a marked excess of both
single and widowed and a deficiency of married people I among patients over
65 years of age admitted to the geriatric ward of the Newcastle General
Hospital between 1957 and 1960, and Isaacs et al (1972) likewise found that
just over three-quarters of a consecutive series of 612 patients admitted
to the geriatric department of the Glasgow Royal Infirmary in 1966-7 were
single or widowed, and just under a quarter were married, compared with
two-thirds and one-third respectiv~ly among a control group metched for age
and sex.
As with in-patient care, homes for the elderly and disabled also
contain a disproportionate number of non-married residents. The 1971
census showed that the proportion of all elderly (65+ ) people enumerated
in such homes was highest for the single (5.4%) and lowest for the married
(0.3%), with the widowed and divorced occupying intermediate positions of
3.6% and 2.0% respectively (Office of Population ce.'1suses and Surveys, 1974a) .
The proportions_ of single, widowed and divorced people in residential homes
increased consistently with rising age above 65. These point-prevalence
results from the census are echoed in studies of admissions to old people's
and welfare homes (Kay ~~, 1962; Townsend, 1964; Lowther and McLeod,
1974), and they demonstrate that the preponderance of elderly non-married
people in residential homes occurs in addition to their over-representation
among admissions to geriatric hospital care.
Throughout this report, the phrase 'non-married' is used as the general
















Although such findings may seem m:remarkable in relation to the care
of the edlerly and the mentally disordered, it is l",ss obvious that they
should also appear across the range of non-psychiatric haspital ca:re.
Yet that is what is fomd. Using 1951 census data, Abel-Smith and
Titmuss (1956) fomd that 'for all types of hospital, and in relation to
their numbers in the total adult population, the single, widowed and
divorced make about double the demand (Xl hospital accommodation compared
with married people.' Likewise, the 1971 census showed that 43% of men
and 62% of women aged 20 years or more in non-psychiatric hospitals on
census night were not married, compared with 23% and 31% respectively among
men and women aged 20 years or more in the total population (Office of
Population Censuses and Surveys, 19741.1.). Althoug!l these comparisons are
not standardised for age, they suggest that the magnitude of the differences
noted by Abel-Smith and Titmuss remained of a similar order in 1971 as in
1951•
More detailed analyses have been performed 'on data collected in the
Hospital In-Patient Enquiry (Butler and Morgan, 1974; 1977). For example,
the 1973 Report of the Enquiry showed that non-married patients in England
and Wales used about 15,600 additional beds' each day as cl result of theit'
longer durations of stay and about 8,200 additional beds as a result of .
their higher admission rates. Put the other way, non-married patients
would have occupied sc:me '15,'600 fewe~ beds each day in non-psychiatric'
hospitals if they had had the same average lengths of stay as the corres-
ponding groups of married patients, and a further 8,200 fewer beds if they
had had the same admission rates. These figures Mn only be estimates
because of the different age distributions of married and non-married people
within the age bands used in the HIPE reports, but they are sufficiently
accurate to confirm th.,t marital status is significantly related to
differences in the way people enter and pass through the hospital system.
Further analyses of data in the published HIPE reports indicate that the
overall variations in use between married and non-married patients remain
good for almost all major causes of admission, and that the differences
have actually been increasing since 1964, wh,n marital status was first
included in the published !lIPE tables.
The Hospital In-Patient Enquiry was not intended for use as a research
tool, and although the data summarised in the previous paragraph point


















not only the widowed, divorced, single and separated, but also those whose
status was unknown or unrecorded. The Reports also fail to distinguish
between hospital types, making it impossible to lmow whether the variations
in hospital use between the married and non -married are more marked in, say,
long-stay and geriatric hospitals than in acute hospitals. These ·two
problems are overcome in the Hospital Activity Analysis, data from Nhich
may be connnissioned on a regional basis identifying patients in each
separate marital category, and distinguishing between different "types' of
hospitals. Such data were obtained for the South-East Thames Region for
1975, and analysed ill a similar l~ay to the HIPE data (Butler and Morgan, 1977).
The results showed that the greater uSe of hospital beds by non-married
patients was not restricted to anyone marital category: among men and
women at all ages over 25, the average daily rate of bed use throughout the
region was generally higher for single, widowed and divorced patients than
for married patients. Tne differences, moreo",~r. remained good in acute
hospitals as well as in long-stay, geriatric, convalescent, l'ehabilitation
and specialist hospitals. Indeed, the actual number of additional beds
used by all non-married patients in the region (that is, the additional beds
resulting from their higher admission rates and longer durations of stay in
comparison with married patients of the same age and sex) was larger in the
acute and mainly acute hospitals than in any other category. Some 60% of
all the additional beds used each day were located in these hospitals .
The literature associating marital status Nith distinctive var<ations
in the use of health services is so pervasive, between countries, across time,
and between different services, that it presents a challenge to its
interpretation. Relatively few attempts have been made to offer a satisfac-
tory theoretical explanation of the association, and most of these have
focused on the link between marital status and the use of psychiatric
services (Gave, 1972; Bachrach, 1975). In the case of non--psychiatric
hospital use, a simple model of the admission process offer's a frame of
reference. The model postulates three interactive sets of factors ~lhich
may influence the rate of hospital use, and it indicates the points at
which the differential experiences and conditions of people in differing
marital roles may affect the outcome. The three sets of factors are:
the prevalence in the community of the 'conditions' which the hospital
exists to treat; the process by which people are referred to the hospital;
and the basis oc which decisions are made about admitting patients to, and
discharging them from, in-patient care .
There exists a substantial body of evidence that the prevalence of










distributed among marital status groups. For example, to the extent that
premature mortality is accepted as ~n approximate indicator of the prevalence
of such conditions among defined groups in the population, it has long been
known that non-married people generally display higher age-specific death
rates than the married. Farr (1859) noted that 'unmarried people suffer
from disease in undue proportion and the have-been-married suffer still more' ,
and March (1912) published extensive data on age-specific death rates by
marital status for France, Russia and Sweden during the period 1885-1895
showing that for both men and women in almost all ~,ge groups mortality rates
were lowest for the married, slightly hiz:;her for the single, and highest for
the widowed and divorced. Recent data for England and Wales show a substan-
tially similar pattern: in 1955-7 mortality rates were highest for widowed
people in almost all decennii3.1 age groups over 14, next highest for single
and divorced people, and lowast for married people (General Register Office,
1971). There is evidence of a similar association between marital status
and mortality in llmerica (US Public Health Service, 1955; US National Office
of Vital Statistics, 1958), although divorced people in the US appear to be
at greater relative risk than in the UK. Evidence of marital variations in
the cause of death indicates that the non-married are r.lOre likely than the
married to die from most major causes of death (General Register Office, 1971).
As Shurt1eff (1955) has expressed it, 'there is no disease that kills
impartially, that kills the married and the unmarried alike'.
Valid information on the distribution of morbidity is notoriously
difficult to assemble, and, with the exception of psychiatric morbidity, it
reveals a more ambiguous association with marital status than does the
information on mortality. Community surveys Qf self-reported chronic and
acute illness are often used as a source of data on the prevalence of
morbidity. The General Household Sur\~y shows that widowed, divorced and
separated people consistently have the high(,st rates of self-reported chronic
and acute sickness, but no systematic variations occur between married and
sine;le people (Office of Population Censuses and Surveys, 1978). Married
women of all ages seem to be more prone to acute illness than single women,
but this is not true for men, and there is no consistent difference between
mi3.rried and single people in the raporting of chronic illness. Other
community surveys offer similar cOilclusions, particularly in relation to the
greater volume of acute illness r-=ported by married tha!l ty single ,Iom-=n
(Brooke, 1951; Lahorgue, 1950).
In spite of the dangers involved in relating marital variations in

















hospital use, there is sufficient evidence to assume that part of the
variation in hospital use is explicable in terms of the differential distri-
bution between marital status gr'oups of the 'conditions' which hospitals
normally treat. This may be particularly true for widowed people, who
consistently rank high both in hospital utilisation rates and in the
prevalence of acute, chronic and fatal conditions. Although it lies
beyond the scope of this report to examine the reasons for this seemingly
widespread association between ill-health and marital status, it may be noted
in passing that a number of hypotheses have been advanced. One hypothesis is
that people's state of health may have a selecti'Te effect upon their chances
of marrying in the first place, and of remarrying in the event of widowhood
or divorce. According to this hypothesis, ill-health or disability is
socially devalued, and those who experience it will be less attracti'~ as
prospective marital partners. Although there is some evidence to support
the hypothesis in relation to specific conditions (I1edsger and Robinson, 1972),
it is doubtful whether it constitutes an adequate account of the widespread,
pervasive differences noted above in the morbidity experiences of different
marital groups (t1organ, 1980). Another hypothesis is that non-mar!'ied people,
by virtue of the marginal social position they occupy in a world that is
populated predominantly by the married, are more susceptible to stress and
to the range of disorders that are believed to be associated with stress •
A refinement of this hypothesis points also towards the stresses accompanying
a change in status, such as the transition from marriage to widowhood or
divorce. There is, for example, firm evidence of an increased risk of
illness and death among widowed people il1. the years following the death of
a spouse (Cox and Ford, 1964; Lutkins, 1967; Parkes, ~ al, 1969; Ward 1976),
but it is unclear whether the critical ingredient is the personal sense of
deSOlation and bereavement or the enforced disruption of familiar patterns of
life (Totman, 1979). A third hypothesis about the relationship between
ill-health and marital status is that certain life-styles and living
conditions are adopted more frequently by non-married than married people,
and these predispose against the maintenance of good health. At yotmger
ages, for example, the lack of commitment to a spouse and a young family may
account for the increased mortality among single people from such causes as
road traffic accidents and liver cirrhosis, Hhilst in old age the absence
of a spouse and of the support of married children may be conducive to
inadequacies of diet and self-care which increase the susceptibility to
disease. Dietary deficiencies among elderly single and widowed people,
for example, have been suggested to the author by an orthopaedic surgeon
as a possible explanatory factor in the markedly greater incidence of













hypotheses, and others, may ::>e "orth more ~areful examination, but it is not
the primary task of this report to do so.
Part of the variation in hospital use bet>'een married and non-married
people is therefore explicable in terms of the :iistribution in the cormmmity
of the 'conditions' which the hospital exists to treat. In particular,
widowed people seem to enter hospital more frequently than Itarried people of
similar ages partly because they experience more disease. HoweveI', it is
well 'established that 'pure' clinical morbidity may not be the only reason
why patients are admitted to, or remain in, hospital. Account must be taken
of other possible influeP.ces. A second set of factors in the admission
process that may contribute to the differences between rrarried a~d non-married
people is the way in which they use their g~neral practitioners and are
referred to the hos!'ital. There is abundant evidence from studies of illl;less
behaviour that people do not always respon:i to the same symptoms or illnesses
in the same ways, and it is possible that, ev"'" when confronted with comparabl'!
symptoms, those who are not m~ried will resort more readily to their GPs than
those who are. Li];e,lise, in deciding ho',r to treat their patients' problems,
GPs may for various r-easons be more inclinc,d to refer non-married people for
specialist care or opinion ev,m ",hen cOlifr'on;:ed Hith a similar diagnosis or
set of signs. In addition to their greater propensity for admissiol: on
Clinical grounds, non-married people f1",-y therefore also be at greater risk
of admission 'by virtue of the bias exercised tOl·,ards them in the process of
seeking care and being referred.
Although many studies have been made of the pattern of consultations in
general practice, few have included the varia':>l~ of marital status. The
main source of info~ation about mar~tal variations in conSUltation rates
is the General HousehOld Survey, ,~hich presents information on self-reported
GP consultations in a two-week period, by sex and marital status, for each
of three broad age groups (15-44, ',5-64 and 65+). The six published annual
repor.ts of the survey (1972 to 1977) ShOH that, in general, consultation
rates are higher for widowed, divorced and separated people in each age
group than for m<LTTied people, but there 3.I'e no consistent diffel'er,ces
between the single anC: the married. In the yo'mgest age group (15-44),
married people Qave 11 higher consultation rate than single people. The
difference is most mark<?d among women, suggesting that consulta:tions
associated Hith pregn3Jlcy may be a major factor in explaining it. In the
middle-age group (45-64), single people have the higher consultation rate.
In the highest age group (65+), no consistent pattern is discernible.














and non-married people may differ in their propensity to seek professional
medical care, but they do not substantiate it. It has already been noted
that people who are not married generally experience more disease and illness
than those who are, and it is possible that their higher GP consultation rates
may merely reflect that experience. In order to test for differences in
illness behaviour, it is necessary in some way to standardise for perceptions
of ill-health.
The data reported from the General Household Survey enable a crude
standardisation to be carried out. The report of the 1976 Survey contained
data on both GP consultation rates and rates of self-reported acute illness,
in a two-week period, by age, sex and marital status. By dividing the
consultation rate in each age, sex and marital group by the rate of self-
reported illness, a conSultation index can be constructed that shows the use
which people made of their GPs in~~ to their perceptions of ill-health.
The same technique has also been used by Blaxter (1976) in comparing GP consul-
tation rates between social classes. The outcome of this exercise is
clear-cut for the female respondents in the 1976 survey. In each age group
the consultation index Has higher for married women than for single, widowed,
divorced or separated women. This means that, although non-married women
(especially those who were widowed, divorced or separated) used their general
practitioners more in terms of IIDcorrected consultation rates, it "as the
married women who used them more in relation to the amolIDt of both acute and
chronic illness they perceived themselves to have. Among male respondents
the picture is someHhat different and ratiler less clear-cut. The single men
behaved in the same way as the single women: that is, Hhether the consultation
index is based upon the reporting of acute illness or chronic illness, single
men had lower conSultation rates in relation to their perceptions of ill-health
than either married, widowed, divorced or separated men. HO"lever, the
relationship between the married and the other non-married groups was different
for male than for female respondents, for whereas the married women had a
higher conSultation index than the widoHed/divorced/separated women in each
age group, married men had a lONer index than the wido..ed, etc.
This analysis, though complicated, is important, for it suggests that
the patterns of illness behaviour among \'Ion"n play little or no part in
determining the differential rates at which l1'arried and non-married women are
admitted to hospital. Although women who are not married (especially those
who are widovred, divorced or separated) consult their GPs more frequently than
those who are, all of this I excess I consultation rate m3Y be explained in
terms of their higher levels ef perceived morbidity. (It may, of course,

















ill-health, or to report them in the GHS inter,n.ews, or both; but the data
do not enable this proposition to be tested.) Among the males of the
population, the influence of illness behaviour can seemingly be discounted
as a factor in the differendal rates of hospital admission between married
and single men, but it may be a significant element in the differential rates
between married and widowed etc. men. Not only do the latter appal:'ently
experience more illness than the former, they also consult their GPs more
frequently in relation to the amount of both acute and chronic ill-health
from which they consider themselves to be suffering.
Visiting the general practitioner is only one part of the process by
which people enter hospital: equally impcrtant is the decision of the GP
about whether to refer for specialist care or opinion. The outcome of
this decision is reflected in the pattern of hospital out-patient attendances,
but data are thin. The Hospital In-Patient Enquiry and Hospital Activity
Analysis do not cover out-patient activities, and although the General
Household Survey includes a question about out-patient attendances, the
published GHS reports have not tabulated the replies by marital status.
Two !2.~ studies of out-patient departments, both rather Old, offer some
clues. Forsyth and Loga'l's (1968) study of 50,000 new outpatients at 80
hospitals in Engla'ld found that, in comparison with the population of England
and Wales, married people were over-represented among tl:e outpatients,
particularly at ages over 60. Conversely, the singl,<, and, particularly,
the \~idO~led \~ere under-represented. Similar results were obtained from a
sample of 1,556 new outpatients attending Guy's hospital in 1962 (Butterfield
and Wadsworth, 1966). Forsytl1 and Logan suggest an explanation for their
findings in these terms. 'It may well be that the existence of a surviving
spouse, by encouraging the use of general practitioner serv:~ces, stimulates
an out-patient referral, while at the same time preventing ad:nission to
hospital by providing a home to Hhich the elderly out-patient can return. '
In offering this explanation" Forosyth al'ld Logan point towards a third
set of facte-rs in the admissicn process that may contribute to the different
hospital utilisation rates of married and non-married people, namely the
basis on timch decisions are made about admitting patients to, and dischargi.'lg
them from, in-patient care. In making such decisions, doctors may have
regard not only for the Clinical aspects of their pati~'lts' cor.ditions, but
also for their broader physical and social environments. F01'IDS of care
that are technically feasible on an outpatient or primary care basis may
nevertheless result in hospital admission for those whose physical or social



















variations exist between marital status groups in the proportions of people
living in such environments, this factor rr.ay be expected to result in
differential admission rates and lengths of stay even in the absence of any
variations in the levels of clinical severity that are presented. Evidence
of this proposition may be sought in the admission and discharge thresholds
of married and non-married patients, the hypothesis being that non-married
patients may be admitted at a lower level of clinical severity than married
patients, and kept in hospital until they have reached a IIIOre advanced stage
of recovery •
Forsyth and Logan suggest that a critical feature of the socio-physical
environment that might influence admission and discharge decisions, and that
would also discriminate between married and non-married patients, is the
presence of another person in the home. Althou[',h these authors do not
elaborate their argument, it implies that the presence of such a person is
more likely to be found in the homes of married than of non-married people
(Le. the spouse), and that such a presence would ensure a sufficient level
of personal care to enable medical treatment to be given on a non-inpatient
basis. There is a large alllOunt of evidence in thp. literature to support
this general argument. Various studies have concluded that between about
3% and 25% of patients are occupying hospital beds for predominantly social
reasons (Carstairs and Heasman, 1974), and that deficiencies in home care
are among the IIIOSt important co:nponents. For example, Isaacs ~~ (1972)
found that a quarter of elderly patients admitted from home to the geriatric
department of the Glasgow Royal Infirmary were admitted because of insufficient
home care; this group was the least ill of those admitted, and included
fewer married people and more of those who lived alone. Similar results
emerged from another study of people in their last year of life (cartwright
et 1!.!, 1973). Among those admitted for hospital care during this period,
non-married patients wel"S lass likely to be dischargad to die at home than
married patients, felier of whom lived alone or had no family members to care
for them.
Direct evidence on admission and discharge threshold'3, and the ways in
which these vary -dth marital status, is sparse. A large-scale study
carried out in the Liverpool region in 1967-8 (Butler and Pearson, 1970) has
been reanalysed to provide some clues (Butler a.'1d Morgan, 1974). The study
included 1,106 patients over 20 years of age who had had an unbroken stay of
at loast 30 days in an officially classified •acute' bed in the Liverpool
Regional Hospital Board area. The hospital doctor responsible for each


















patient needed to remain in hospital C:lre, and on giving a positive response
he was further asked whether the patient needed to remain in an acute ward
or could appropriately be transferred elsewhere. The replies to these two
questions yielded a three-fold classification of each patient's clinical
condition: not requiring hospital care at all (low care), requiring
hospital care but not in an acute ward (intermediate care), and requiring
continuing acute care (high care). At all ages, relatively fe~ler single
than married or widowed patients were judged by the doctors to need continuing
acute care, and correspondingly more of them were regarded as not requiring
hospital care at all. The doctors' assessments were broadly corroborated by
further information about the clinical services being given to each patient,
for in each age group the single patients were receiving fewer services than
either the married or the widowed patients. This suggests that single
patients tended to rerrain in hospital until they had reached a more advanced
stage of recovery than other patients, and it is consistent with the
evidence :reviewed above about the way in which the social components of
admission and discharge decisions may lead to higher utilisation rates among
this grOI..'P of patients. The differences between married and wido~d
patients in the study were less clear-cut. Up to the age of 70, no
significant differences OCCUI'l'ed between the doctors' ratings of the type of
care required by each group, but above this age a markedly lower proportion
of the widowed patients were judged by the doctors to need continuing acute
care, and relatively more of them were regarded as not requiring hospital
at all. The implication from these results (that the social components
of admission and discharge decisions tend to increase the use made of
hospitals by widowed people only at the upper end of the age range) is
reinforced by the replies to another question about the problems which the
doctors felt each patient would experience in being discharged from hospital.
There was li ttle difference be'~~een the anticipated problems of married and
Hidowed people under 60 years of age, but above this age a much higher
proportion of widowed than of married patients were expected to have
problems on being discharged. Interestingly, too, the single patients in
each age group were expected to have more problems than either the married
or the widowed, which fu':'ther reinforces the view that admission and
discharge decisions are taken in \-lays that tend to enlarge the utilisation
rates of these patients.
A careful examination of the association between marital status and
hO<3pital utilisation, and of the factors intervening betl-men them, is
















non-psychiatric bed use between married and non-married patients are very
large and increasing, and it is :relevant from both an academic and a policy
perspective to understand what is happening. It is evident that subtle and
pervasive social, behavioural and epidemiological characteristics are
associated with the occupancy of different marital roles and the transition
between them, and it is the interaction between these characteristics that
creates the distinctive patterns of hospital use s\JllllYlarised above. Yet much
remains obscure and imperfectly understood, and the justification for further
enquiry lies in the increasing influence that marital status may exert upon
future patterns of need and demand for hospital care.
Population projections to the end of thE' century, prepared armua11y by
the Government Actuary> show that between 1973 and 2013 the number of
non-married people over the age of 60 in Englarld and Hales is projected to
increase by 183,000 (4.5%) and the number over the age of 70 by 262,000 (10.4%)
(Office of Population Censuses and Surveys, 1974b). No distinction is made
in the Government Actuarj's projections between different categories of
non-marriage, but a separate projection prepared by I.eete (1977), based upon
the fuller analysis of marital trends carried out by the Government Actuary in
1976, provides just such a justification. I.eete' s projection, extending
from 1976 to 1991, shows that, among those aged 65 and over in England and
Wales, the number of single people is expected to decline by 121,000 (15.8%),
the number of widowed people to increase by 287,000 (10.9%), and the number
of divorced people to increase by l6€,OOO (197.6%). Combining the three
non-married categories together, I.eete's projection indicates that by 1991
there will be some 332,000 more non-married people aged 65 Gild over tha.'1 there
were in 1976, an increase of 9.6%. By contrast, the number of marri ..d people
of this age in England and Hales is projected to increase by only 6.0%, from
3,581,000 in 1976 to 3,795,000 in 1991. Thus, not only is the total number of
elderly people expected to be substantially large~ in 1991 than in 1976, the
rate of increase is also expected to be higher among widowed and (particularly)
divorced people than among married people. If, then, the pattern of a higher
rate of hospital utilisation among non-married people continueR in the future,
the projected changes in the marital structure of the population may be
expected to intensify the deMand on resources in addition to the pr~ss~s
resulting from an increase in the sheer :::umber of elderly folk. Faced with
this prospect, an understanding of the d)~amics of the association between
marital status and hospital utilisation may be of value to thon" \-rh" control
the development of pOlicies for the C3.re of the aged, and <rho must allocate


















In 1974 proposals were submitted to, and accepted by, the Department
for two distinct but inter-related studies to explore certain aspects of the
association between marital status and hospital utilisation. The proposals
indicatedthat the studies would have several important limitations: they would
be confined to elderly people, they would be based in the Canterbury area, and
they would concentrate particularly on the use of acute hospital facilities .
The hospital study
The first of the tl~O studies was successfUlly completed i..'l 1978, and a
final report has been submitted to the Departmen-t: (l.lorgan, 1979). A
central aim of this study was an examination of the extent to which the higher
rate of use of acute hospital beds by non-married than married patients might
be attributed either to their greater clinical needs for hospital care or to
differences in the doctors' perceptions of and responses to the social needs
of each group. The study took the form of a prospective review of 407
elderly (65+) patients admitted to the medical and s~rgical wards of a district
general hospital during a pel'iod of five months. Particular care was taken in
devising a reliable form of utilisation review that mini'1',ised reliancp. upon
I'etrospective assessments. As soon as possible after the initial assessment
of each patient in the study, the doctor in charge of each case was asked to
say whether, in his judgement, the patient could have been treated in the
out-patient department or by the general practitioner, assuming that the
patient's home circumstances were favourable. Later, when a provisional
discharge date had been set for the patient, the doctor ,<as asked whether
the setting or the date had teen influenced by the patient's home circumstances.
Finally, at the time of writing-up the patient's discharge summaFf, the doctor
was asked to note the reasons for any delay between the provisional a11d the
actual discharge dates. Further information Has collected about the
circumstances of "ach patient's admission to hospital, the reasons for any
transfers made by the patient: to other hospitals, the influence of demand
pressures on decisions about the management of each patient, the place
to l~hich patients were discharged on leaving the hospital, their requiI'ements
for care at the time of discharge, and the arrangements (if any) which had












Each patient in the study who was discharged alive from the hospital was
subsequently interviewed in his or her own horne within two or three weeks of
discharge. Follow-up interviems were carried out with 254 of the 407
patients whose progress through the hospital had been r'3viewed, and they
elicited information about the patients' experiences of hospitalisation and
about their recovery and rehabilitation since l,:,aving the hospital.
The study produced a variety of results. It confirmed the impression
gained from the literature that the large variations in hospital use between
the married and the non-married stem both from the greater clinical need for
hospital care among the latter and from their more extensive experience of
the kinds of social circumstances that appear to influence decisions about
admission and discharge. However, the study also revealed that the use of
beds for primarily social reasons is not confined eX::lusively to non-married
patients; indeed, some elderly married patients, by virtue of the frailty
of their spouses, their reduced chances of being transferI'ed to convalescent
care and their lower uptake of community services, actually experienced more
social difficulties than many elderly non-married patients. The mers
presence of another household member was not a necessary guarantee of an
adequate level of social care in the horne, a.,d conversely, the absence of
other household members was not prima ~~ evidence of the inadequate
availability of care. Patients in the study who lived alone did not appear
to have any special diffiCulties on leaving hospital, but this was partly a
reflection of the greater amount of time they spent in hospital and of their
increased take-up of community services on returning home .
Another set of conclusions yielded up by the study concerned the
interpretation of routine da.ta on hospital use. For example, the data in
the Hospital In-Patient Enquiry on lengths of stay are based upon the
durations of stay in each particular facility, and these may be very different
from total durations of hospitalisation in contexts where a high rete of
transfer typically OCCurs between one type of hospital and another. In this
study, where extensive use "las made of a convalescent hospital for surgical
patients, almost three times as many non-~arried as married patients were
transferred to that hospital frOLl the surgical wards. Comparisons of
lengths of stay between different areas or different groups of patients will
be distorted if they fail to take account of the transfer rates between
hospitals. The study alse found that at least 7% of the patients had been
readmitted to hospital during the five rr.onths of the fieldwork, principally,
it seems, for maintenance therapy. These regular admissions. like the












distorting any conclusions about the nu:nber of Eeo"le in diffaI'Ont population
groups who are admitted to hospital during the course of a year.
A third set of conclusions concerned the way in which the tempo of the
hospital's work, and its pattern of throughput of patients, was constrained
by the pressures of demand within its catchment area. The supply of beds
in the study hospital waG ta'~t in relation to the demand for them, and "[he
doctors ;.;ere under pressure to maximise the throughput of patients. There
was some evidence that the study wards were characterised by a fairly high
level of clinical severity on admission and a relatively low level of
recovery at the time of discharge. Such operational circumstances tend to
inhibit the use of beds for social reasons and thus to diminish the
variations in use between groups of patients with different social characteris-
tics. In this study, for .~xample, only 10% of the total bed-days used by
the medical patients and only 5% of those used by the surgical patients vTere
judged to be for social or a~~inistrative reasons (excluding the time spent
in the convalescent hospital), and whilst the study population accorded '",i th
the national picture in having higher admission rates among the non-married
than the married patients, it differed from the general pattern in failing
to produce significant variations benleen their average lengths of stay. It
was hypothesised that the national patten1 is more characteristic of
hospitals with a relatively good supply of beds than of those (such as the
study hospital) with a taut supply.
The prospective case study
The second of the two studies described in the 197it project proposals
was a prospective case study among a small group of elderly people in the
community. The proposals described the aim of this study as being I to
enable changes in social and medical status to be recorded over a period
of time and used as backGround data in evaluating contacts Hith social
and medical care agencies... It will be essentially a series of in-depth
exploratory case studies, intended to provide qualitative rather than
quantitative material ,.;hich will be of value in highlighting sib'Tlificant
events, suggesting further hypotheses, and linking all the elements in
the utilisation process together in the same group of people ... It should
permit a more detailed study of the elements of the process than would be
possible from a cross-sectional study.'










FEATURES A.lfD OBJECTIVES OF THE STUDY
FeatUI'6s
The study reported here embodied three distinctive features that
complement the hospital study. First, it was based in the community: the
participants in the study were selected from the lists of general practi-
tioners, and the interviews were carried out in their own homes. By defining
the participants in terms of the general population rather than of patients
who are admitted to a particular form of care, it is possible to contrast
the use made of a wide range of services by people in different marital and
household circumstances. In this respect, partiCUlarly. the study
compleme~ts the hospital study, for whilst the latter was able to assess the
relative effects of clinical and non"clinical influences on the passage of
patients through the hospital, it could say nothing about those who were not
admitted to hospital, and it ~ms limited in its capacity to trace the
cumulative effects of key events or situations over time.
Second, the community study Has prospective, not cross-sectional.
The respondents were interviewed twice a year for a period of three years,
and the results are presented in this report in a way that enables the
fortunes of individual people to be traced over this length of time. Hence,
although the study ,,,as concerned with many of the features of the life of
elderly people that have been the foci of other i.nvestigations (e. g. Hunt,
1978) it has a dynamic quality that cannot be fully captured in a cross-
sectional survey. This study has enabled changes in perceived health
status, functional ability, household structure and social support to be
monitored through time, and their cumulati'/e effects upon the life-style
and behaviour patterns of elderly people to be assessed.
Third, the study concentrated more on the construction of case studies
than on the compilation of statist~cal data. The study aims principally to
be qualitative rather than quantitative. In the report that follows,
quantitative methods of prBsenting results are not ignored, but t!1e small
number of subjects involved in the study means that such methods are less
useful than the descriptive ap?roach of the case study. In view of the
exploratory nature of the investigation, it was felt that this latter
approach might be a more profitable ~lay of coping ",ith the lIDcertain



















The study had two principal obj",ctives. The first was simply to
provide a descriptive overview through time of the social and medical wants
and resources of a small group of elderly people li'ling in the community,
emphasising in particular the variations existing between those in different
marital status groups. The second objective was to use this descriptive
material to supplement the more focused !'esults emerging from the hospital
study. Ideally, the two studies should ha',e been merged into a single,
large-scale prospective study of a sample of elderly people in the communi.ty,
applying the utilisation revieH whenever a participant in the study was
admitted to hospital. Such a study, hOliever, would have been 9rohibitively
costly, and would have required a large number of subjects in order to
produce a sufficient number of hospital admissions. The decision to focus
instead upon a cohort of hospital admissions as one distinct study and upon
a prospective study of a small number of elderly people in the community as
a second distinct study represented a compromise solution. There are,
therefore, insufficient cases L~ this prospective ntudy to test hypotheses in
any formal sense or to make valid generalisations about the population as a
whole, but it is hoped that sufficient cases have been included to identify
















The project proposal specified that the study would comprise about 100
people aged 65 and above livinR in the Canterbury District Council area.
Although a representative sample was not strictly required, it was thought
appropriate to aim for as random a sample as possible, spread fairly widely
throughout the District. Of the two most obvious sampling frames (the
listing of recipients of National Insurance retirement pensions and the index
of patients held by the Family Practitioner Committee), the latter was chosen
partly because of its easier accessibility and partly because it enabled the
participants' family doctors to be identified and contacted before the
interviewing began. The Administrator of the Family Practitioner Committee
kindly agreed to allow the index to be used for this pu."'Pose subject to the
approval of the general practitioners concerned, and a two-stage sample was
carried out. In the first star}'., the 56 doctors who in February 1975 were
included in the Hedical Li.st as practising in Bridge-Blean, Canterbury,
Whitstable and Heme Bay were listed, and eleven namP.s werc selected by
simple random sampling. It ~IaS the intention at this stage to aim ror a
target study population of approximately ten patients f~m each of ten
doctors, with an eleventh doctor to be used throughout the study as a pilot
practitioner. However, three of the doctors, ,.hen approached i.,itially by
the FPC Administrator, felt unable to participate in the study; two gave
no reasons to the researchers, and one declined to take part because of hi..,
impending retirement. Since the active support and approval of the
participants' (,,ps was regarded as an indispensable element of the research
procedure, these three doctors were discarded from the study and replaced
by a further three, selected at random from the remaining practitioners in
the District .
On completion of the first stage of the sample, therefore, elever, doctors
had been selected who were willing to collaborate, one of whom had been
randomly chosen as the pilot practitioner. Of these eleven, five were
practising in the former County Borough of Canterbury (including the pilot
practitioner), three were located in the former Heme Bay Urban District,
two were practising in the former Bridge-Blean Rural District, and one was
in the former Whitstable Urban District. The second stage in the sampling
prOCedure invol,·p.d the selection of patients' names from the index of
patients for each doctor held by the Family Practitioner Committee. The




















patients were arranged in alphabetical order of surname, with no other
distinction for age, sex or marital status. HO'lever, "the notional number
of patients aged 65 and over on each doctor's list was already known for
the purposes of paying the capitation fee, and these patients were clearly
identifiable from the cards. It was thus possible to work through the
cards for each practitioner and make a systematic selection of patients
of the required age. This task was carried out by FPC clerical staff, and
no checks could be made on the '3.ccuracy of their work. All that can be
said is that the initial letters of the surnames of the patients drawn from
each practice were ranged evenly throughout the alphabet, ;-Ihich would be
expected from the nature of the sampling frame.
The target number of names to Le selected from each doctor's list
presented a problem with few guidelines. Although en aggregate sample size
of some 100 people had been specified in t:1e original project proposal, there
was nothing immutable about this number: it merely represented a subjective
estimate of the probable minimum number of participants required to make the
study worth conducting. It was clear, however, that more than this number
would need to be selected at the outset of the study in order to maintain the
target over the three years. Some of the names drawn from the FPC index
would be of people who had died or moved from the District, some would refuse
to take part in the study from the outset, and some would die or move or drop
out of the study after completing the first interview . Although some
guidelines were available about the probable magnitUde of the first two
sources of loss, the latter source was Virtually non-quantifiable. Heving
regard to these factors, the decision was taken to draw 20 names from each
doctor's list; in the event, it proved to be a very reasonable number .
Publicity
Before the study began, each general practitioner was contacted, and an
information sheet about the project Has sent. The sheet explained the
purpose of the study, and set out the co-operation requested from the doctors •
In addition to requesting their general approval to interview their patients,
the doctors were asked to keep simple records of che number of consultations
made by each participant, and to notify the research team'thenever a
participant Has admitted to hospital. (In fact, it proved impossible to
sustain the doctors' commitment to supplying this information.) When the
consent of each practitioner had been obtained, a letter Has sent to the
prospective participants inviting their co-operation and explaining that an



















Before each subsequent rotmd of intervieHs, the doctors were informed
of the names of their patients remaining in the study, and they were sent
copies of the interview schedule to be used in that round. It Has helpful
on occasions for the intervie'Il'er to be able to reassure respondents that
their doctors knew about the study and were familiar with the questions being
asked. The second, third and fifth interviews proceeded without an introduc-
tory letter, but prior to the fourth and sixth interviews further letters were
sent to all the participants remaining in the study, thanking them for their
help thus far and expressing the hope that they would continue to co-operate
in the forthcoming interview.
Interviewing
The interviews among the pilot group Here used solely to test o~t the
questionnaires and the operational mechanics for the main study. Throughout
the study the pilot interviews ra., a few weeks ahead of the main cohort. None
of the substantive material from the pilot interviews is included in this
report.
The first pilot interviews were carried out in June and July 1975, and
were conducted by the author and a visiting nurse from the univereity of
Massachusetts. After making necessary changes to the schedule, the first
rotmd of interviews in the main study began in November 1975 and continued
to March 1976. The remaining five interviews with each respondent Here
conducted, as nearly as possible, within six months of the preceding
intervieus. Thus, the second interviel1S took place be-rdeen Hay and
September 1976, the third bet-deen November 1976 and 11arc'l. 1977, and so on.
The final intervieus were completed in October 1978 •
Apart from the pilot intervie,lS, all the interviews were conducted by
one female interviewer who had original:'y been recruited uith six others to
work on the follow-up intervieus in the hospital study. None of the inter-
viewers had had any extensive experience of research interviewing, and all
underwent a thrEe-day office-based training course, follo>1ed by observed
trial interviews. The training course, fo!' uhich a ma'lual IIas specially
prepared, included intensive training on the principles of research
interviewing as well as specific instruction in handling the schedules used
in the project. No interviewer began a study assignment until the research
staff were thoroughly satisfied with her cOnlp,"tence. On complet;.on of the
interviel~ers' training, one intervie'ler viaS invited to work on the
community study rather than the hospital follow-up study, -md she was given






















Processing and analysing the data
The schedules from the first round of interviews were processed by
formal survey methods. They were double-coded, and the data were trans-
ferred via coding sheets and cards to tape for computer analysis using the
SPSS package. It became clear in handling the data, however, that a formal
process was unsuited to the nature of the data, and the computer analysis
was abandoned in favol.lr of direct abstraction of the material from the
schedules. The same method was used in handling material from each of the
subsequent interviews. It was a time-consuming method of data processing,
but it enabled much fuller case-studies to be constructed than would have
been possible with conventional methods of survey analysis.
Response rates
The participaticn rates thl'OUg.l-)out the course of the study are set out in
,\
Table 1. The sampling procedure produced an initial total of 200 names for
use in the main study. Of these, 126 were interviem~d successfully in the
first round and agreed to participate in the study. The balance of 71< names
was made up as follows: 14 Here reported by the GPs to be no longer on their
lists because of death, removal, or (in three cases) because the doctors
claimed that the names were totally unkno'm to them; 10 had died by the time
the interviewer first called; 11 were reported by neighbours to have moved
away from the area; 30 refused to be interviewed; four ",ere totally
untraceable; in three cases the interviewer was unable to make any contact
with the house after repeated calls: and in two cases the listed addresses
were non-existent. It is interesting to note in passing, therefore that at
least 35 of the 200 people selected from the FPC records (18%) ~rel"e no longer
on the lists of the doctors against whose names they were recorded, and the
number could be as high as 44 (22%) if those who could not be contacted for one
reason or another were likewise no longer registered with the doctor in question.
If the 35 'inelig:'ble' names are subtracted from the denominator of 200, the
enrolment rate into the study was 76?s: if the hir;her number of 'ineligible'
names is accepted (44), the enrolment rate increases slightly to 79% •
Although the nature of the study is not primarily quantitative, and the
magnitude of the response rate is th"'refore not a matter of overwhelming
importance, it may be helpful to the reader to know that the elderly people
enrolled into the study were reasonably representative of all those aged 55
and over in the Canterbury District Council area of that time. This
statement is substantiated in the next section of the report .

























Between the completion of the first round of intervie"s and the end of
the study, 34 of the original 126 respondents had ceased to be participants
in the stud~': 10 had died, 3 had moved away from the district, 15 had refused
to continue, and 4 had become permanently hospitalised and one could not be
contacted. In addition, one or two participants could not be contacted at
each intervie", although in most cases contact was re-established at the
subsequent interview. Of the 125 people who were interviewed in the first
round of the study, 88 completed all six interviews, 5 completed five of the
interviel's, 5 completed four interviews, 8 p.ach completed three and eWO
interviews, and 11 completed no further interview beyond the first.
Expressing these figures as a proportion of the 155 people eligiblp. for
inclusion at the outset of the study, 53% remained in the study for its full
duration, 23% remained in for part of its duration, 18% refused to participate
at all, and 6% could not be contacted at all.
Cost
The fieldwork costs of the study I-lere quite lOI-1. From the beginning of
her training in October 1975 to the completion of the interviewing in October
1978, the interviewer received total fet's and travelling expenses (at the
sta.'1dard rates paid by the Univeroity for ,;ork of this nature) of £1,203,
yielding an average cost of £1. 91 per completed interview. This figure is
low in relation to the field',wrk costs of other surv~ys. The average cost
per follow-up interview in the hospital study, for example, was just over £4.
The 101< cost in the present study is thougllt to reflect four factors not
always present in interview surveys: the geographical clustering of
respondents' addresses, the restricted size of the survey area, the
fleXibility of illterviewins dates, and the likeli:.ood of elderly respondants
being at home at the first call. 1'.11 of these factors enabled the inter-



















MARITAL STATUS, AGE .AND SEX
At the outset of .he study
The marital distribution within sex and age groups of the 126 respondents
at the outset of the study is sho>m in Table 2, where it is compared with the
distribution for all people aged 65 and over living within the study area at
the time of the 1971 census. Among the men in the study, at least three-
quarters of those in each age band up to 79 were married; above this age,
half of the men ~Iere married and a third were widowed. These proportions
seldom differ by more than a Dew percentage points from those of the male
popul3.tion of the study area. The female participants had a different
distribution, and also corresponded less closely than the men to the population.
As would be expected, relatively fewer women than men were married, the propor-
tion dropping to a quarter among those aged 75-79 and to only one in six among
those over BO. Conversely, the proportion of widoHS was ben<een 't'!lo-thirds
and three-quarters ill the highest age bands, dl'opping to under a half in the
lower bar.ds. There were relatively more single women than single men in the
study. Comparison of the marital distributions of the women in the study
group and in the population aged 65 CL"ld over shows an over-representation of
widollS among the study grout' (especially in the 65-69 and 75-79 age bands)
and an under-representation of marri"d women (except in the 70-74 band) .
Table 3 shows, for men and women separately, the percentage distributions
between quinary age groups of the re:;pondents a'1d of the total population aged
65 and over. As with the distribution by marital status, the differences
between the respondents and the popu12tion were quite small, although in view
of the small numbers involved it would be misleading to press the compar;.sons
too far. It seems reasonable to conclude that, non<ithstanding the small size
of the study group, the marital and age distributions of the respondents at the
outset of the study were broadly comparable to those of the population aged 65
and over residing within the study area at the time of the 1971 census.
Marital history
Respondents who were identified at the first interview C'.s being widovled
were asked two questions at that interview about their experiences of widowhood.
The first question concerned the length of time for which they had been ~lidowed.
The evidence surr~arised e~rlier in this report showed that the early years
folloldng the death of a spouse bring an increased risk of illness and even
death in the surviving partner. HOHever, if the,s" years are successfUlly



















excess dependence upon healt~l a'1d social ser'Tices. Th~ published data
are inconclusive on this point: the BAA analyses, for example, identified
the widowed in all age groups as relatively high users of hospital resources,
but the data offered no indication of how much of this 'excess' use was
associated specifically with the post-bereavement period.
Of the 46 widowed respondents at the outset of the study, 25 had been
widowed for at least ten years at the time of the first interview. The
remaining 21 widowed respondents had lost their spouses within the previous
ten years, 11 of them within the 'Previous five years. The potential
vulnerability of this latter group is emphasised by the fact that nine of
the 11 most recently widol<ed responden7s were living alone at the tim~ of
the interview. This compares ~lith six out of 11 among those ~lidowed for
between six and ten years and 12 out of 25 for those widowed for more than
ten years. Thus, although the numbers are small, they do suggest that
elderly widowed people may in fact be more likely to be living alone in the
first years following bereavement tha'1 later on, thus adding a social
dimension to the epidemiological evidence of the increased risks of illness
following the death of a spouse. ether evidence presented later in this
report (page .3/+ ) confirms this suggestion •
The widowed respondents were also asked whether their health had been
affected in any way when their spouses had died. The question clearly runs
the risk of eliciting biased and distorted ansC/ers as a result of memory
decay and the false attribution of cause to effect, but it was hoped that any
major disturbances to health would be rememben'd and reported. In fact, only
a third of these respondents mentioned any ill effects at all, and most of
these were fairly mild symptoms of the kind that might accompany any major
change or stress in life: sleeplessness, n~rvousness, shock, strain,
inability to work. Only five re,,;pol~d(,nts I\-,ported specific conditions that
were attributed directly to the dea·th of a spouse., and only two reported
specific family intervention to aid the bereav"d pe,rson. One '10man said
that her relatives had been '10rr1ed about her' and that her son-in-law had
insisted upon the key being left wi~h neighbours. In the second case the
respondent's inability to cope had resu.l':<,d in her daughter and son-in-lav
returning to live with her .
Changes du.ring the course of the st,,\'7.
A similar proportion of men and w.men ~·rere lost to the study between the
first and final interviews. Of the '+2 FoR-!; bterviewed in the first ro'.md,











84 women at the outset of the study, 22 (26%) likewise failed to complete
all six interviews. Relatively more losses occ\lITed among the older
respondents: for example among those aged between 65 and 69 at the outset
of the study, 13% dropped out, for one reason or another, before the sixth
interview, compared ',ith 50% of those aged 20 and above at the outset.
However, this difference is explained princii'ally in terms of the higher
proportion of refusals at the upper ages, not (as might be expected) in
terms of a higher death rate.
Relatively more non-married than married ~spondents were lost to the
study between the first and final interviews. One fifth of thos"! who were
married at the outset of the study f<:iiled to remain in the study for its
full duration, compared with a third of those who were widowed Or single at
the outset. The major reason for the loss of the "idow~d respondents was
death, and for the single respondents, removal from the district.
Changes in the ages of the respondents during the course of the study
are self-evident. but the marital structure of the group also changed
slightly. Seven respondents who were married at the time of the first
interview were known to have been widowed at some time during the course of
the study. Five of them were Homen and two were men. Prior to becoming
widol1ed. six of these seven respondents had been living just with their spouses
and one had been living with her husband and elderly Il'.other. After ltidowhood,
the six continued to live as single-person households for the duration of the
study, and the seventh lived as a two-person household with her mother.
Apart from these seven respondents who became widowed. two other changes
in marital status were knOl<rl to have occ\lIT""ld. One man" who at the outset
of the study was married and living ldth his wife. became separated and then
divorced. On separating from his wife, he left home and hecame a one-person
household. The second change in marital status occlJITed to a woman who >las
single at the outset of the study and living with her ",idol-'ed brother, but
who subsequently married and SAt up a tlm-person household "ith her new
husband.
Pin advantage of a prospective study is that it enables events to be
chronicled as they occur over a perioQ of time. In this particular study.
the effects of a cha'1ge in the marital sta"tus of a small number of elderly












l1rs. Clarke* was 70 at the time of the first interview and living with
her husband, a retired caretaker, in a b;mgaloH on an estate occupied
largely by pensioners. They had moved there a few months earlier from
Suffolk because they Hanted to be by the Gea. The Clarkes had been married
for 43 years and had two married children: a son living five miles away
whom they saw once or u<ice a week and a daughter living near their
previous home in Suffolk. The only other relati'res with Hhom Hr. and Hrs.
Clarke were in regular contact were UIO older sisters of 11rs. Clarke, both
incapacitated by ill health, who could be visited only because Mr. and
Hrs. Clarke had a car. Their neighbours were all pensioners, and although
several were known to them, only the widoH next door was mentioned as tleing
specifically likely to help if required.
Hr. and Mrs. Clarke regarded themselves as in good health at the first
interview. Hrs. Clerke suffe~ed from diabetes, for which she was receiving
regular outpatient supervision, and she sa''' her· GP from time to time for
Hhat she described as 'shush:L-1g in my ear'. She also reported a 'bit of
rheumatism, but only when I'm in bed. ' But she had no difficulty getting
about either indoors or out of doors, and she was able to perform the normal
tasks of self-care with no difficulty at all. l~. Cla~(e, ~mo was 71 at
the time, was descl":lbed !lS being 'in very good heal<,;11' . They wer", according
to Hrs. Clarke, a gregarious couI-le, full of life.
1·1r'. Clerke died four months after the first intervieH. !Then Hrs. Clarke
Has next seen, two montes later, she talked about her social and health
difficulties. Socially, she expressed concern about money "'"ld about
possible loneliness in the futul'e. She had had to sell the car and described
herself as 'very cut off'. She had fe'" friends in the neighbourhood, as the
Clarkes had moved to their bungalow less than a year earlier from SuffOlk,
and she thought it would be difficult to get out to see people because of
the bus fares. This difficulty "as me"tioned particularly in relation
to her tt<o sisters. One, who lived a few miles away, was staying
temporarily with Hrs. Clark'" at the time of the intervieH, but when she
returned to her own home Mrs. Cla~(e hoped to be able to visit her cnce a week
by bus. This sister was badly incapacitated with arthritis. The other
sister, who lived in London, suffered from angina, and Hrs. Clarke said that,
no longer having a car, she may not be able to see h~r.
All names are fictitious, and other details not vital to the purpose of














The changed social circumsta'lces of Hrs. Clarke ;,ere" further reflected
in her replies to the question: 'If you Here ill, or coming home from hospital,
and you had to stay in bed fo!" e ~~·eek;. ho·~J' do :l0tl think you Hould manage? I
At the first interview her I"3ply had been: 'My hOOby would "ait on me. He
has done it when I had babies at home or' in bed Wiel bronchl~is.' At the
second i"lterview Mrs. Clarke's response was: 'I -'Toulc1n't be able to. I
don't know if the neighbours would (help). Ho idea.'
In addition to these social changes, )Ill'S. Clarke reported various changes
in her health. Although sh~ tad no difficulty in performing the daily
tasks of self-care, she did on this occasion mer>tion some problems she
was experiencing in getting to the shops. It was a long way to walk and
very tiring in the summer heat. She now described her general health as
'fair'. In addition to her diabete3, for >ihich she was still receiving
out-patient supervision. Mrs. Clar)ce sm! hel' doctor a.bout a I-leek after her
husband's death at the suggestion o£ her daughter. He haG. prescribed
Valium and sleeping tablets, an~ rh~s. Clarke had return~d for a rep~at
prescription a week before the second interview.
At the time of the third intervie1! in Decemb"r, ~!rs. Clarke, now 71,
was much more cheerful. She had many ou~side activities including an
over-60s club, and she felt well-supported 'Jy h"r n~ighbours. She st5_11
grumbled about the distance she had to \lall: to the shops, but ')he was able to
complete the journey most days except H':1en there I,as snow and frost about .
Mrs. Clarke had seen her GP once during the previous six months Hhen her
leg Has cut by a passing car, but apa.'t from that she had made nO furth~r use
of the heali:h services. She reported no unnet needs for help As she '-'aid,
'I'm getting on all right and managing on my o~·m. I've got to:'
The next intervi~~\i, in ..lunG, sa\·y Nl'S. Cla.rk~ in ID'lCh It:'ss happy
circumstances. She said she \-103.8 miserable, dep~ssed, lonely ~ and unable
to cope. She dreaded the futu~ and bad nothing ·to look fC!'I'ja:r'l to. She
was 'lIorried about the jobs that she \Jas '.T.able to do in the housle and the
garden, and she criticise.d the Council for not carrying out re"airs to the
bungaloH or keeping the estate clean. She felt c'~t-off a:t the end of thQ
terrace, ~Iith nothing to look at. Thu support of her neighbours had dHir>dled,
and the only one with whom ~trs. Clax*~- 1-la::. close 'i'ras t~e WO'l1an next door, who
had al"o recently been ~1iG.owed. Sl1e \'Ias bitter about her son, 'i'lho gaw; her
little attention. Sh'~ s"id, 'If you have cl,ildr"n, they don I t want to know
you or hear your troubles'; but she adde·j., 'It's not fair on then really.
It's their OHl) lives they lead. ' I·ll's. Clark!'> also said that he.' f35.th in








died, and he was tmwilling to visit. 'He's ah/ays making excuses.' The
over-60s club had closed because of the lack of an organiser, and this had
disappointed Mrs. Clarke very much.
Hrs. Clarke said at this fourth interview that she had not been very
well. As well as reporting feelings of misery and depression, 'on accotmt
of my husband', she had suffered from a throat infection which she thought
might have been 'flu. She fotmd it more difficult than before to get to the
shops and to do her housework, and she would have liked some help in the
bungalo~;. But, as Mrs. Clarke said, she had nobody to rely on. '!'he
neighbours don't want to know if they call hp-lp it.' She had seen her GP on
three occasions in the previous six months, and she was also visiting the
out-patient diabetic clinic. She ~JaS receiving repeat prescriptions of
Valium for her nerves.
At the fifth interview, almost t1-:o years after her husband's death,
Mrs. Clarke emphasised h<:r loneliness and isolation. A new club had opened
up near her home, but the Heather had so far prevented her attending. Her
only social contact was a l1eekly visit to a church social in a 'very cold
hall', to which her son tOO1< her. Hrs. Clarke again complained about the
inaccessibility of shops. ShG l1as finding it increasingly difficult to walk
to the shops and back, and even the walk to the bus-stop was til,ing. She
said that she sometimes now clsed a tmd to get to the shops, though she
could ill-afford the fare. T"nere had been occasions, she said, \;hen she had
been tmaLle to shop at all, and had had to rely on eggs and soup.
Mrs. Clarke also reported a further deterioration in her health. She
said it lias 'not too good' and had got worse in the previous six months.
She said she ~Ias 'shaky' and 'nervy', and during the ;leek of the interview
she had had a pain in !ler back and neck b::'Ought on she said, by cleaning the
oven cut. Reflecting on her general state of health, Ilrs. Clarke said:
'I don't feel so good as I used to. I used to feel full of life. No lif~
in me now. I get very down. Suppo,oe it's being on my own. I Hke to
mix. ' Nevertheless, l1rs. Clerke said at this fifth intervieH that she had
not consulted a doctol' at all in the previous six months, and was not in
regular receipt of a~y statutory or voluntary services.
The final interview with c,lI's. Clarke took place almost exactly three
years after the first. She was n0<1 73, a.~d had been wido\1ed for t110 years
and eight months. At the interview, r,lI's. Clarke felt that her he:Hth tad












made her tired when walking, and that her nerves were 'bad to what they was.
I get very worried at the least upset or change.' She was 3Ilxious about
intruders on the estate. Shortly before the interview, ~Irs. Clarke had been
ill with 'flu. One of her sisters had managed to look after her, and although
her doctor had arranged for someone to do her shopping, the helper had not
in fact arrived until Mrs. Clari<:e had recovered. The sister was now
visiting her several times a week, and her son also continued to visit her
and to help her with the house-cleaning. She also said that she had friends
who visited her, but she didn't like to ask their help with anything in case
they might not come again •
Mrs. Clurl<e again mentioned the difficulty she had in reaching the shops •
'I have to have a taxi to the surgery or to town. Can't walk all that way.
There is a bus, but it's so far to walk to it and while you wait you might
as well go all the 'day. It all costs money too. The fares are up, so I
share the taxi.' 11rs. Clari<:e also referred again to the difficulty she had
with housework. 'I can't do housework like I ussd to. I do a little and
then I have to rest. I get very tired when I start doing anything.' She
was still not receiving any help from voluntary or statutory services, but
she did say on this occasion that she had seen her doctor on several recent
occasions because of her nerves. She also mentioned, for the first time,
a cataract.
Looking back ovor the previous three years, Mrs. Clarke commented at
the close of this final intervie" that 'since my husband died I get lonely
now. Through losing him I am like I am. Such a shock. He died suddenly.'
Hrs. Cl2.rke's story illustrates many of the themes and problems with
which this study is concerned, and throws the light of the cuse study on
several of the issues touched upon in the earlier review of th6 literature.
Widowhood seems undoubtedly to have affected Hrs. Clarke in several "ays.
From being a lioman in seemingly good health for her age (apart from her
diabetes), and as she he!'self put it, gregarious and fUll of life, she
became lonely, isolated, nervous, til'ed a.'1d unable fully to cope with her
household chores. In her closing re1".ark in the survey she consciously
attributed these changes to the death of her husband. Yet in telling the
story of her first three years of liido'!1hood, Mr>s. Clarke revealed a number
of differ~mt strands in the causal chain. Her geographical location was
important. The blL'1galoli to which the Clarkes moved shortly before Mr>. Clarke's
death was di.stant from shops and other facilities, and whilst the problems
which this posed were minimised whe.'1 Mr. Clarke was alive and could drive
















alternative sources of transport. The problem was intensified by the rising
costs of both public and private transport, and by Hrs. Clarke's diabetes
which she thought accounted for the increasing tiredness she felt in walking
not only to shops themselves, but also to the bus-stop. There ~lere occasions
when she was unable to shop for the food she needed.
Mrs. Clarke's family structure represented another strand in the chain
of events. It will become apparent later in this report that the day-to-day
care provided for elderly married and widowed people by their daughters is an
important element in their well-being, yet Mrs. Clarke's only daughter lived
a good distance a'lay, and only visited her mother on a few occasions each year.
Mrs. Clarke gave no indication during the three years of the study that she
received any care or support from her. Her son lived much nearer to her,
and visited her regularly during the course of the study, but he did not
appear to have given the close personal care that daughters often do.
Mrs. Clarke expressed her bitterness on several o~casions about his lack of
attention, although she said later that he was taking her regularly to a
social club and was helping \·dth household tasks requiring bending and
stretching. The only other relatives ~lhom Hrs. Clarke mentioned during the
whole course of the study were two older sist<;rs, both of >lhom l~ere
incapacitated and who at the outset of the study appeared to need more
support than the Clarkes themselves. However, during the course of the
study the sister who lived nearby became a fairly frequent visitor, and even
stayed with 14rs. Clarke on one occasion, but she does not seem to have
contributed to the household or gardening chores or with the shopping which
troubled Hrs. Clarke increasingly as time went by •
Mrs. Clarke's neighbourhood support system was less well-developed than
with many of the respondents. She had been living in the btmgalow for less
than a year when she was widol.ed, and had not cultivated al'ly extensive
friendships. She felt increasingly cut-off and lonely as time went by.
Her closest friend was another elderly widowed neighbour, and whilst she
said at one interview that she got on well with all her neighbours she also
said that she would not osk for their help. A social club for older people
provided an important stimulus for a short period of till'.e, but when it closed
no satisfactory substitute was found. Mrs. Clarke did not find her doctor
very helpfUl or supportive, although he had on at least one occasion
contacted a voluntary organisation to arra.T1ge for Hr.,. Clarke's shopping
to be done.
As far as ~xs. Clarke's health was concerned, her o,m accounts suggested











disorders. At almost every intervic,H following the deat,1 of her husband
she said that her health had. dete!'ioratsd during the pI'¥',,-~ding six months.
but she did not mention many major changes in the specific disorders from
which she suffered. Apart from occasional references to rheumatism and
respiratory infections, Mrs. Clarke's main health problems, as she reported
them during the course of the study, ~ere diabetes and nervousness. She
had been a diabetic for many years before becoming widowed, but seemingly had
adjusted satisfactorily to it. The loss of her husband seems to have
intensified the impact on her life of the limitations which the condition
generated. In particular, the tiredness "hich Hrs. Clarke felt when
walking long distances, and which she attributed at least in part to her
diabetes, created a deep sense of isolation which had not been apparent
when her husband had been alive and the car "as available. Hrs. Clarke's
references to a general state of nervousness and anxiety became increasingly
numerous as time went by, and it is probable that this reflected the sense
of personal loss and loneliness following the death of her husband. In
short, Mrs. Clarke's apparent deterioration in health may be explained less
in terms of the onset of ne" disorders than of the l~ay in which the social
consequences of being widowed heightenp.d the effect upon her life of
existing conditions •
Finally, it may be noted that the pattern of Mrs. Clarke's use of
health services changed in some respects following her "ido~lhood. but not in
others. At no time during the three years of the study did Hrs. Clarke
enter hospital as an in-patient, nor \-laS she on the .laiting list for
in-patient admission. She reported three out-patient attendances during
the three years, but all were at the diabetic clinic and were part of a
long-established pattern. Hhat changed was the frequency of her consultations
with her G.? During the six months prior to the first interview, Hrs. Clarke
had visited her GP once only, but during the remaind€'r of the study her
visits averaged 1. B in each six-month period. Some of these post-widowhood
visits were said to be for reasons which do not appear at face value to be
intimately connected with the consequences of her husband's death, but the
majority of them were reported to be c)nnected with the nervous state which













The literature reviewed earlier in this report suggested that part
of the explanation for the variations in hospital use nen1ean marital groups
may be the ways in which variations in household structure influence the
decisions that are taken about the admission and discharge of patients. It
has been suggested, for example, that elderly non-married patients are more
likely to be living alone and less likely to command familial or neighbourly
support at times of illness than married patients, and that they are
consequently more likely to be admitted to and retained in hospital for
reasons that are broadly classifiable as social. 'lhilst there is substantial
evidence to support the general thrust of the argunent, some of its details
and assumptions remain obscure. There is some evidence, for example, that
the argument is st=nger in its application to single than to l~ido~/ed peo;:>le,
and there is also evidence that elderly married people may actually be more
vulnerable at times of illness t~an the non-rrarried if, as well as coping with
their own illnesses, they are also required to care for a frail or
incapacitated spouse •
Before turning to the findings from the present study, the :results from
two other recent studies are relevant in structuring the context of the
analysis. Htmt's (1978) survey of 2,6:2 2 people aged 65 and over living in
private households in England in 1976 provided information on the household
structure of the respondencs. Thre,,-quarters of all the respondents in
the .3 urvey were living in one of two househOld types" 30% were living alone
and 44% were living with a spouse only . These proportions differed, however,
between men and women and between those of different ages. Hore than twice
as many women as men \·rere .living alone (39% compared with 16~;) and
conversely, only half as many Homen lmre living "ith a spouse only
(32% compared with 62%). The proportion of .people living alone increased
with age, from 25% of those aged 65-74 to 44% of those aged 85 or over.
Among respondents who were living alone (that is, 3090 of the :11101e sample)
83% were widowed, 13% were single and 4~5 were di'Torced or separated.
Expressing these figures the other way round, 55% of all ~Tid01~ed rf,spondents
were living alone compared 1'Iith 44~6 of all si.'1~,le respondents and 52% of the
divorced or separated. These figures not only reveal the extent among the
community of olderly widolled people living alone (they actually constituted a
quarter of all respondents in the sur-rey), they also shOt; a somewhat higher
proportion of widol/ed than of other non-married people living by themselves.
!>'hen these figures are set beside the evidence of the higher rr.ortality and
morbidity risks that widm~ed people experience, the potential vulnerability



















The parallel study to the present one (r-lorgan, 1979) collected similar
information to Hlmt's for the group of 254 elderly people inter',ieHed
following their discharge from general rr.edical or surgical care. The
results are not directly comparable between Hunt's and Morgan's studies
because they were dealing ~rith different populations, but close similarities
nevertheless emerge. As in Hlmt's survey, three-quarters of the respondents
in the hospital follow-up study were living in one of tl10 household types:
28% were living alone and 48% were living with a spouse only. (The corres-
ponding proportions in Hlmt's survey were 30% and 44%.) Of those who were
living alone, 73% Here wido,red, 20% were single and n were divorced or
separated. (The corresponding proportions in Hlmt's survey were 83%, 13%
and 4%.) Expressing these figures the other way round, 7390 of all ,ddowed
respondents were living alone compared with 51% of all single respondents and
50% of the divorced or separated. (The corresponding proportions in Hlmt' s
survey were 65%, 49% and 52%.) The similarity between the two studies in the
matter of household structure is strE:bg.
The additional dimension in Morgan's study was to relate these features
of people's household and social networks to tl.eir use of the hospital. It
was fOlmd that the absence of other household members was an important factor
in the doctors' decisions about admitting and discharging patients, and was
the main factor responsible for the discharge delays of single and widowed
patients. Among patients living in multi-person households, the major
factor producing delays in discharge was the temporary incapacity of other
household ;nembers to cope, whether because of ill-'health or other conunitments.
These results are important in indicating not only that people in different
marital categories are distinguished by their household and social networks,
but a130 that such distinctions contribute to the ways in Hhich they use
hospitals. Horeover, this effect was not confined to the ncn~ma=ied or
those who live alone: there was evidence from the study that ma:C'N€d people
experienced some of the greatest difficulties as they were more likely to be
sharing a household with a person of ad1ranced age Than were non-ma.rried people
in multi-person households, and they were less likely to be transferred to a
convalescent hospital or to receive domiciliary services than non-married
people living alone •
Household COmposition at the outset of the study
Respondents in the present study >Tere asked at each interview about
the number of people usually living with them in the same household. A
household \.,as defined to include all p-,ople at the address ,.,ho normally a"te



















at the outset of the study are shown in Tablto 11, the respondents being
classified by their sex and marital status. Of the 126 people interviewed
in the first round, 36(29%) were living alone and 55(44%) were living ~rith
a spouse only. In spite of the small numbers involved. these proportions
are identical to those in Hunt's survey. Of 36 respondents \.,ho were living
alone, 72% were uidowed, 19% were single and 8% Here divorced. These
proportions are identical to those in /'Iorgan' s study and very similar to
those in Hunt's survey. Expressing them the other way, 57% of the widowed
respondents at the outset of the study were living alone, as were 54% of the
single and all of the divorced respondents. Compared with the other tHO
studies a rather lower proportion of widowed people and a rather hi~her
proportion of single people in the present study were living alonE. at its
outset.
Table 4 shows in some detail the househOld compositions, at the outset
of the study, of people in each marital category. Of the 64 married
respondents, 55(86%) were living in two-person households, in each case/he
other person being the respondent's spouse. Forty of these spouses Here
65 years of age or above, and 15 (almost all of the:n being the younger wives
of male respondents) were under 65. Of the nine married respondents living
in households with~ than two people, six were living with their spouses
and unmarried children; one was living with her husband and mother; one
was living with his wife, daughter and son-in-law; and one was in a household
comprising his wife and three non-related people. At the outset of the study,
therefore, seven of the 64 married respondents were living in households with
their children, but only one was living with a married child •
Of the 46 widowed people interviewed in the first round, 26 I·rere living
alone (22 women and 4 men), although t-I/O of these were in warden-assisted
accommodation. 'fI..oelve of these 26 were aged 75 or more and five were aged
80 or more. This group of older widowed people living alone, comprising
about one in ten of all people aged 65 and over in the community appear to
constitute a potentially vulnerable section of the population, although it
remains to be seen how much care and support was available to them. The
household compositions of the remaining 20 I.,ido~red respondents were varied.
Six were living with married children or grand-children and their families:
in five of these six cases the child was a daughter and in only one case
a son. Three wido~1S Nere living with their non-married children, three with
an elderly sibling, one with a widowed mother, and one with her nephew and his
family. The remai.!ling six widowed respondents were living in households with
















two cases it was a friend, and in one case the respondent was in a group
home with six othel' non-related rasidents.
Of the 13 single people intel'viewed, seven were liVing alone (five
women and two men), and six were living in two-person households lath a brothel'
or sister. In all but one of these households the sibling lfas over the age
of 69. Finally, three respondents reported themselves as divol'ced at the
time of the first interview (two women and one man ), and each was living alone.
A fairly big difference emerges from these results about the immediate
living conditions of the married and non-married respondents. None of the
married respondents was living alone: four-fifths of them were living with
spouses in two-person households, and the majority of the remainder were
living with their spouses and their married or unmarried children. AlllOng
the non-married respondents, by contrast, just over half were living alone,
and almost half of these were over the age of 74. An alternative way of
looking at these results, ho~rever, is to say that almost half of the
non-married respondents were living in households with at least one other
person, usually a son or daughter or sibling. It is thero,fore incol'I'P.ct in
relation to this particular group of p.aople, to assume that non-marriage
invariably equates with living alone •
Changes in household composition
Elderly people do not live in static households. Of the 126 people
interviewed at the outset of the study, 23 (18%) were known to have changed
their household compositioo in some respect during the three years of the
study. The reasons for change lfere varied. As noted above (see page 24),
the marital status of nine respondents changed, with consequences for their
household compositions: s"!vsn became widowed, one man became separated and later
divorced, and one woman married. In 3IIother six cases the changes in
household composition resulted from the arrival or departure of the
respondents' married or unmarried children. A further four changes resulted
from a move by the respondents to sone form of institutional care. The
remaining four cases were varied: the sister of an 91derly spinster died,
the mother of a widowed woman was admitted to a nursing hone, the sisteJ:" of
another widowed woman came to live with her and later died, and the lodger
of yet another widow left, to be replaced after a year by another lodger.
The nat effect of these changes in
in the nUlnber of people living alone.
household composition was an increase

















changed in some way, 12 represented a change from multi-person to single-
person households and only three a change in the other direction (including
those admitted to institutional care). To the extent, therefore, that
living alone is an indicator of social vulnerability among elderly people,
attention should be paid to the significant group of elderly people who
become single householders each year, especially those who become so in sudden
or unexpected circumstances.
The consequences of change in household structure, especially the
consequences of becoming a single-person household, may be far-reaching and
complex. They 11111 be influenced by the circumstances ,;urrounding the
change, as the case of Mrs. Clarke has illustrated, and may not always be
perceived fully by the people experiencing them. Nevertheless, those who had
experienced changes in their household compositions between the first and
second interviews were asked at the second interview whether the change
had made life more difficult for them in any way. Ten respondents had
experienced such change, but only Mrs. Clarke reported substantial
difficulties. Mrs. King, a widow, whose lodger had left after getting a
new posting with his bank, offered the strongest comment: 'I do find I am
completely alone now. The evenings are very lonely.' For some, however,
the change may be positively beneficial. To Mrs. Luck ins , for example, the
departure of her 96-year old mother to a nursing home had come as a distinct
advantage, even though she was now living on her own. At the first
interview, Mrs. Luckins said that she had 'a hell of a life' with her mother,
and that 'she drives me round the bend'. She was also very worried 'iliout the
heating bills caused by the need to have the heating on all the time for her
mother. At the second interview, I1rs. Lucki.Tls simply commented that life
was 'marvellous' since her mother had left .
The health and capacities of other household members
As the case of Mrs. Luckins illustrates, the presence of another person
may actually be more of a burden than a help to an elderly housetolder,
especially if their capacity to care for the other person is diminished by
ill-health or other indisposition. Both Hunt (1978) and Morgan (1979)
collected information about this. Hunt included a question about the things
that people particularly liked and disliked about life, and found that, among
the sample as a whole, 3% particularly diSliked the poor health or disability
of other household members. Relatively more women than men mentioned this,
as also did relatively more married people (4%) than widowed (290), single (2°6)
















2511 elderly people leaving general medical or surgical care, 38% rated the
health of the~ healthy member of the household (other than themselves) as
fair or poor, and 60% rated it as excellent or good. By contrast, among the
non-married respondents living in multi-person households, only 15% rated the
health of the most healthy member as fair or poor, and 76% rated it as
excellent or good. It appears from both these studies, therefore" that among
elderly people living in multi-person households, the poor health of other
household members is likely to be a greater problem to those who are married
than to those who are not, reflecting the different composition and age
structures of the households of married and non-married people.
In the present study, questions were asked in the first, second, fourth
and sixth interviews about the healt11 of the other household members, -"here
they existed. The replies confirm the general conclusions of Hunt and
Morgan. Among those living in multi-person households, 115% of the wido~led
and 50% of the single reported no illness or disability in other househOld
members at any of these interviews, but the proportion fell to only 25% of
married respondents. The mere fact that ill-health is reported in another
household member does not, however, of itself I':ean that that member either
requires care or Hould be unable to give care if required to do so. Further
account needs to be taken of the severity of the illness or disability, but
the reports of lay-people are of limited value in permitting judgements of
severity to be made. Nevertheless, an impressionistic evaluation of the
reports given in the intervie~ls about the health statL.lS of other household
members strongly suggests that the most serious health problems occurred among
the elderly spouses of married respondents. Some illus1:rations of this are
presented later •
Household structure: some illustrative case studies
The evidence reviewed and slunmarised above sugges1:s that elderly people
who live alone, or who experience a sudden change in their household structure,
or w~.o have responsibility for the welfare of a sick or incapacitated member
of it, may be exposed to stresses and strains that threaten their own health
and impair their capacity to cope with their own illnesses. This section
aims to illustrate these themes through the presentation of cases constructed
from the study. The reader should bear in mind, however, that the cases
are not in any lOense representative or typical of the respondents as a whole.
That is not possible, for the circumstances of each person 'are unique. In














that they draw attention to the kind and variety of experiences among the
study population, rather than the most common or most problematic experiences.
Two cases illustrate the circumstances of people living alone.
Mrs. Perkins, 76 a Canadian, had been living in a block of old people's flats
for two years at the time of the first interview. Her husband had died
suddenly 11 years earlier after 35 years of marriage. Mrs. Perkins had no
children, and all her falnily were in Canada with the exception of a widowed
sister, aged 74, living a dozen miles away. For many years the tliO sisters
had visited each other regularly each week. Mrs. Perkins generally described
her health throughout the three years of the study as fair or medium. At
some interviews she felt it had improved during the preceding six months and
at other times it had deteriorated. She suffered from cystitis, for which
she saw her doctor from time to time. She also said at the first interview
that she experienced 'giddy turns', and these appeared to get worse as the
study progressed. In subsequent interviel'/S, for example, Hrs. Perk ins
reported feeling light-headed and needing to stop from time to time when
walking, having sudden blackouts, and falling over in her flat. In one
interview she said that she had difficulty getting around out of doors
because she had lost confidence as a result of the giddy turns and blackouts •
She attributed these events to a hardening of the arteries, although she did
say that her doctor had refused to suggest a cause to her .
Because of the lack of close family support, Mrs. Pelkins felt insecure
about living alone. She got on very well l/ith her neighbours, and saw them
almost every day, but as she pointed out, most of them lIere at least as old
as herself and unable to offer much help. Tl-ro of the 'younger' residents in
the block of flats liere out at work all day. /-!rs. Perkins mentioned some
friends who visited her, but she said she wouldn't ask their help for
anyt!ling. She seemed to rely quite heavily for social contact upon her
sister, and it was a 'great shoc'<' to ~lrs. Perkins when she died shortly
before the fifth interview. Mrs. Perkins said: 'She was my only relative in
England; I had blackouts at that time and felt awful for a fortnight after
that. It's left a gap.' At the fieal interview, she said that she was
shortly expecting another sister from Canada to discuss whether she would
return there.
Throughout the course of the study, !lrs. Perkins was worried at the
thought of falling over and being unable to contact anyone. She said at one
interview that, l'1ithout a warden, she felt isolated in her flat, and at
another interview that there should be a system of signalling lihereby people












half-way through the study, but Mrs. Perl<ins was bitter that, although it
had been done on the recommendation of her doctor, she had had to pay the
full cost herself. Like so many people in the study, the rising cost of
living was a major worry to VII's. Perl<ins. However, the introduction of
the telephone seemed to ease her concern a little. Before it had been
installed, she said in reply to a question about how she would manage if she
had to stay in bed for a week, 'I keep a good cupboard full for an emergency.
I'd crawl out to go to the cupboard. I don't know anybody. If I had a
stroke I could lay here tmtil they found me. I could die here and no-one
would know.' After the installation of the 'phone, her replies to a
similar question were rather less desperate, although at the final interview
she did say that, 'I don't know how I would manage. I don't think about it.'
Mrs. Perkins illustrates the marginal position of many of the people in
the study who were living alone. She ,,,as an independent woman who, in many
ways, could look after herself perfectly adequately and who would certainly
have resented institutional life. Her flat ~1as very convenient. both in
its location and its layout, and the interview.;,r noted that it was kept in
a spotless condition. Moreover, t1rs. Perl<ins I health was such that,
throughout the duration of the study, she needed no form of care that could
not be provided by herself, her sister (until she died) or her neighbours.
Nevertheless, Mrs. Perl<ins seemed to be living near the margin of her capacity.
She had no major source of family or neighbourhood help to ~Ihich she could
turn, and she felt insecure in her iSOlation. At many points throughout the
study she voiced her fear of blacking-out and being unable to summon
assistance, and she also reiterated her desire for a ~uick way of
communicating with the world beyond her flat. Although, so far, Hrs. Perkins
had avoided any substantial dependency upon the statuto!'"! services, her
resources for coping with a prolonged or incapacitating illness se&med
meagre.
If Mrs. Perkins was living near the margin of her capacity, Mr. Porter
was living beyond his. His was perhaps the most extreme example of the
relatively small number of people in the study who were living on their own in
circumstances of great difficulty. A retired agricultural worker, Mr. Porter










the small terraced council house he had occupied for 15 years. The house
was described by the interviewer as really pOOl' ramshackle, ra-ther dirty
and untidy. It was very cold in the winter und hot and stuffy in the summer.
The front room was taken up almost entirely by a broken sofa bed which
Mr. Porter had been unable to mend or replace. He said at the first interview
that he hoped for a premium bond win to buy another, but his luck \~as out for
the three years of the study. Mr. Porter was always cheerful and uncomplaining,
and frequently said that many others were \'1orse off than he; but he was a
very lonely man with few social contacts. Whilst he valued the freedom of
having his own home, he often spoke longingly of the company and care provided
by a residential home. At the fourth interview, for example, he spoke of
feelings of depression \'1hen on his o;m, and said that he didn't think he would
be depressed in a hospital or a home. As his health deteriorated throughout
the duration of the study, Mr. Porter's need increased for the personal care
that an institution might have offered.
Mr. Porter had four relatives with ,.hom he was in contact. A single
sister, aged 69, lived opposite him, but she was both lame and backward
(conditions artributad to a childhood accident), and was totally dependent
upon Mr. Porter for all her needs. He said: 'I do everything for her.
Get her pension. Get her meat. Pay her rent. Everything!' The only
change in this arrangement occurred at the very end of the study, w!1en
Mr. Porter was totally housebound, and he relied on daily visits frcIJ her
as his main contact with the world outside. Mr. Porter also had a brother
of 63 living a mile or two away. Mr. Porter said at the first interview
that they used to meet regularly, but that the brother had recently had a
heart attack, and contact had been lost. Houever, as /1r. Porter's health
declined, his brother renewed the contact, and by the end of the study
Mr. Porter Has dependent upon him for his weekly shopping. The other two
relatives were rarely seen, and were not mentioned a1: all for any help they
gave. l-1r. Porter knew his neighbot:rs 'pretty well', and got on well with
all of them. He s'l.id early in the study that he could call on them for help
if he needed it. 'Those on the left say if anything happens in the night
give us a tap on the wall. Across the road there she has daughters, and
when I had bronchitis they did the house from top to bottom.' In fact,
Mr. Porter's expectations about his neighbours were well-founded, for they
gave more and more help as his capacity for self-care diminished, and by the
end of the study they were helping regular'ly with various household tasks.





















He suffered from bronchitis, and during the winter months was very wheezy
and short of breath. He said: 'Every time I lay in bed I scare myself
whenever I wheeze.' He was an-aid of being taken ill when on his own and
being unable to call help. A telephone would, he said, be a great comfort.
'If you took bad in the night, wouldn't it be wonderful to have a 'phone •••
It would be like a friend... Ring up someone ~Ihen you're on your own.'
Mr. Porter \~as also lame the result, he believed, of childhood rickets •
In the early part of the study Hr. Porter said that, although he found it
difficult getting about out of doors he managed to do his o~m and his
sister's shopping on his bicycle. He was aware of the risks involved, but
said that in spite of the occasional fall he was usually alright once on
the machine. As the study progressed, however, mobility became increasingly
difficult. By tha fourth interview, for example, lIr. Porter said his
health had 'never been worse' and his legs were getting weaker. He now
found it harder to cycle to the shops and to the doctor, and said that he had
fallen off the bicycle several times. He was unable to walk even to the
bottom of the street. At the next intervie:~, six months later, Hr. Porter
said that his legs were very s~lollen, and that he could no longer manage
the bicycle. He could walk only with great difficulty, and he had
problems in getting to the bathroom a'ld lavatory, dressing, and doing the
basic household tasks •
By the final interview, Mr. Porter, n~1 75, was totally housebound .
He had a stroke shortly after the fifth interview and had spent three
months in hospital. He was very debilitated, and had almost entirely lost
the use of his legs. He had no outdoor mobility at all, but was able to
move about inside the house by rolling and dragging himself along. The
loss of mobili ty ~Ias his greatest burdan, and he said that he would have
liked help I<ith this. 'I f I had a push-chair this might help '" I could
jump over the moon if I could land on my hands instead of my feet.'
By this time, Hr. Porter was receiving aid from the home-help service and
meals-on-wheels, and as noted above, his brother was doing the shopping and
one or two of his neighbours were helping regularly with household chores •
He was being visited regularly by his doctor, and he said that he was taking
medicines every d2.y to prevent the swelling in his legs and to help his
bed-sores.
......
As Mr. porter's needs increased, so also did the help that was
forthcoming from various sources. In the early stages of the stUdy, when
Mr. Porter was coping quite well with both his own and his sister's needs,



















cOllllBlld at times of need. When asked at the first interview how he might
cope if confined to bed through illness, he merely said: 'Oh, I wouldn't
think about it', a.'1d then broke down in tears. At the second interview,
when asked the same question, he replied: 'No, don't ask me that. A thing
I dread.' Later in the study he reported receiving sporadic visits from
welfare agencies. At the third interview, for example, he said that he had
received some fuel from Age Concern. 'They came twice. The second time
with a young fellow who would come and visit me now and again. He came
twice, hasn't been since; not for six weeks. ' And at the fourth interview
I1%'. Porter said: 'Someone brought me a couple of pillow cases. l'.nother
young fellow who used to work at the mental hospital as a nurse used to
come.' Following his admission to hospital, howevar, more systematic help
was needed, but was not (according to his account) always forthcoming.
'When I was in the hospital they said they'd send the District Nurse but
she hasn't come. There's nothing she could do really. I have no sores
like I had \'1hen I ~rent into hospital.' However, Mr. Porter was fixed up
with a home-help and meals-on-wheels, and as noted above, at the conclusion
of the study he was being supported by his brother, some of his neighbours,
and (if only in a social sens,,) oy his sister•
The core of the problems \'1hich beset Mr. Porter during the course of the
study seemed to stem from the combination of his physical disability and his
household structure. Unlike 'lrs. Clarke and Ilrs. Perkins, Mr. Porter
Suffered from physical impairment that progIl!ssed from being mildly disabling
at the beginning of the study to causing almost total immobility at the end •
For almost two years from the time of the first interview, Mr. Porter
continued to look after himself and his sister - not in style, certainly, but
sufficiently Hell to maintain his independence from all statutory and most
voluntary services. Living alone was a source of much anxiety and loneliness,
but Mr. Porter's cheerfulness and optimism seemed to help him to cope with
disadvantages that might have overwhelmed others. However, his fragile
independence, which became increasingly precarious as his capacity for
movement narrowed, was quite unable to cope with the catastrophe of a stroke,
and he was admitted to hospital for a period of time considerably in excess
of the mean for all men of his age with that diagnosis. On leaving hospital,
he was able to return home only with the co-ordinated support of various people,
including his doctor, a home-help, meals-on-wheels, various neighbours and his
brother and sister. According to the account which Mr. Porter gave of his
position at the close of the study, some of tho elements in this support
system "e:roe p:roecar!ous. His brother and sister both suffered



















continue to visit him. He seemed to be blessed ,.,ith actively helpful
neighbours, but they were always at risk of moving and being replaced with
less generous people. It may not be possible for llr. Porter to stay in his
horne if his informal sources of help dry up. As long as he remains a
single-person household, Mr. Porter may ne increasingly at risk of being
admitted for hospital care in circumstances that could be managed at home if
another capable member of the household were present.
The second circumstance to be illustrated through the case studies
in this section is that of a change in household structure. The impact of
such change will be influenced heavily by the circumstances in which it
occurs. The death of a husband or wife, for example, may give rise to much
more profolIDd problems than the departure of a lodger, or even a son or
daughter; and changes which leave an elderly pel"Son on his or her own may
be more serious than those which do not. However, some changes ~Ihich might
be expected to produce unfavourable consequences may, with goodwill and
co-operation, be contained within the existing support netHorks. An example
of this is the case of Miss Pope. A spinster aged 82 at the outset of the
study, Miss Pope Has living with her 78-year old sister (also a spinster)
in a small, comfortable terraced house near the middle of the town, close to
shops and to the church to which they belonged. Hiss Pope had ",orked in a
retail drapery store on the South Coast before her retirement, and at the
time of the first interview she and her sister had been in their present
house for two years. They had no relatives .dth whom they were in regular
touch, but Miss Pope's godson, a married man in his fifties living some
20 miles away, called in from time to time to check that all was well and
occasionally to tidy up the garden. Miss Pope regarded him as •our final
support'. Miss Pope said at the first interview that, considering the short
time they had been living there, they kneli quite a lot of people, particularly
through the church. But apart from Mrs. R, their ne;,t door neighbour, she
didn't think she could COlIDt on their help at all. 'We don't know them
well enough for that. ' Mrs. R Has 70 at that time, and 'not too well
herself'. Miss Pope felt that she Hould have to rely on her sister if she
had to stay in bed. 'If my sister was here, she'd look after me. She used
to belong to the Red Cross years ago.' The sister agreed with this view.















to be in excellent health for her age. She had some rhetunatism in her knees,
which meant that she could have a bath only with the help of her sister, and
she also suffered from high blood pressure. She was Eeeing her doctor
regularly twice a year for a check on her blood pressure, and was taking
tablets for it.
Miss Pope's sister died suddenly from a stroke shortly before the third
interview and for the remaining duration of the study Hiss Pope (now aged 83)
lived by herself. She said she was shocked, grieved and upset at the death
of her sister. But her original assessment of the neighbours' propensity
to help was mistaken, for they had been very kind and supportive to her in
many ways, and she said at each of the subsequent interviews that she was
extremely grateful to the neighbourhood. Two neighbours were mentioned as
having been especially helpfUl, neither of whom had been referred to in
earlier intervie'ls. They had taken Hiss Pope to the doctor on one occasion
when she had had an attack of acute muscular pain, and they helped regularly
with various household chores, especially those requiring lifting. bending
and stretching. At the fourth interview Hiss Pope said: 'I am being looked
after so well. I thank God. If anything happens, either of the two ladies
would let my godson know and he'd come and do I<hat's necessary.' And at the
sixth interview she remarked: 'I felt the loss of my sister for a time, but
it's made up to me by neighbours and the church round the corner. They're
very nice.' When asked at this interview how she thought she I<ould manage
if illness confined her to bed for a I<eek, Miss Pope replied: 'l1rs. D and
Mrs. W would come in. It all depends what's wrong. They could shop and
bring refreshment. I am sure I could rely on them.'
Unlike l·lr. Porter, who had to cope not only witb li'!ing alone but also
with progressive physical disability, Miss Pope was blessed with relatively
good health during the two years following the death of her sister. She saw
her doctor regularly twice each year for blood pressure, and was taking
regular medication for it. She had some trouble with her knees and feet
and was receiving care from a chiropodist. As time went by, she found it
an increasing strain to keep the house clsan, but. as she said, •I'm thankful
I'm \Iell enough to do it at all.' Apart from these few health problems
Miss Pope enjoyed what she described as exce~lent health for her age, and
this seems to have been an important factor in enabling her to adjust to
single living following her sister's death. The only major effect which the
loss of her sister seemed to have caused Hiss Pope was in the matter of
bathing. While the sister was still alive, Hiss Pope relied on her help in








Understandably, this was a matter of some concern to Miss Pope. and she
mentioned it in each of the subsequent interviews.
Miss Pope seems, on the basis of her mm accounts, to have been more
secure than either !-II'. Porter or Mrs. Perkins, even though many elements of
her situation during the three years of the study might have suggested
otherwise. She l·ras somewhat older than the other two, and suffered a major
social and personal loss when her sister (upon whom she said originally she
would have to rely totally for care if confined to bed through illness) died
SUddenly. She had no other relatives at all, and before her sister's death
she did not expect any help to be forthcoming from her neighbours. Her
position seemed precarious. Nevertheless, she quickly minimised the effects
of her sister's death, and for the remaining two years of the study Miss Pope
lived happily on her own. Two factors seem to have contributed to this.
First, unlike Mr. Porter, Miss Pope did not have to cope with any major
illness or disability. It is impossible to say what would have happened to
her if, like him, she had become progressively immobile and eventually
housebound. Second, unlike Mrs. Perldns. Hiss Pope's neighbours proved to
be a major source of help when needed. Whereas both Ml'. Porter and
Mrs. Perkins repeatedly mentioned their sanse of isolation and lcneliness,
luss Pope felt in"cegrated into, and supJ;0rted by, her neighbourhood and her
church. Again, it is impossible to judge the adequacy of this support
network if Miss Pope's needs increased or intensified. but with her health
and functional ability in a steady state. it was suffi.cient to create in her
a sense of security, well-being and integration.
Lastly in this section, the stories of some respondents illustrate the
difficulties that elderly people may face if they are responsible for the
care of a dependent member of their household. Mr. and Hrs. Trigg were
in this position. At the outset of the study Mr. Trigg was 83, his wife
a year younger. They had been married ror 60 years and had occupied their
bungalow since rII'. Trigg's Ntirement as a local government officer. The
bungalow was comfortable and warm, but some distance from the cO;;ntre of the
town, and the Triggs had to rely on the bus to do their shopping. They
found the schedule poor and the fares 'prohibitive'. 'There's no bus to
A and one every two hours to B. We have been told that if you are on a
bus route you can't have an ambulance for visiting the day hospital, yet a





very satisfactory for them to move when he retired, especially as they were so
far from the shops. He said: 'You move, then you are left on your own.'
"'.r. and Mr's. Trigg had one son, a married man of ItB, living in
Hampshire. He waS a caretaker in a large comprehensive school, and was not
able to visit often. TIley saw him only once or twice a year, although they
kept in regular telephone communication. TIleir only other relative was a
=ried grand-daughter living with her family in Cheshire. Mr. and Mrs.
Trigg described their neighbours as 'very good'. They got on very well
with all of them, and felt that they could ask at least two of them for
help in an emergency; but as Mrs. Trigg commented, 'there is no familiarity.
I don't think you could rely on them. Most of them are elderly with their
own problems. I TIlroughout the duration of the study no mention was made of
any help given to the Triggs by their neighbours. TIley were, effectively,
unsupported by either relatives or neighbours, and they had no friends.
TIlroughout the study Mrs. Trigg's health was poor. At the first
interview she said that she was unsteady on her feet, and could no longer
go out ~lithout her husband's support. Mr. Trigg said she was nervous and
that her memory ~las poor, and in subsequent interviews it appeared that her
mental state was deteriorating. She was shaky and fidgety during the
interviews and spoke increasingly of her forgetfulness and depression. She
said at the fourth interview: 'I don't care what happens to me. You don't
when you worry TIlis depressive business •.• lfuen you set to this age
you don 't care what happens. I Her husband expressed considerable disquiet
as the study progressed about Mrs. Trigg's mental state. He talked about
her impetuousness and even some suicidal tendencies. 'She says, "I may go
under a bus, or cut my throat or gas I!l"jself".' Mrs. Trigg's physical health
also declined during the three years of the study. At each interview she
said that it had become worse during th'3 preceding six month,;, and that
she had more difficulty coping with the household tasks. Be~qeen the fourth
and fifth interviews Urs. !rigg fell over in the kitchen and fractured a
vertebra. She was admitted to hospital for five and a half weeks, and on
returning home she acquired a Zimmer frame. She said at the fifth interview
that without the frame she could not walk at all, but with it she was able
to shuffle along. Between the fifth and sixth interviews 11rs. Tl"igg had a
blackout and fell over again. On this oecasion she fractured her arm. At
the final interview she said again that her health was Horse: she could not
get out of the house at all, and had difficulty even moving about indoors.

















her husband for help in dressing, feeding and brushing her hair. She had
again had a spell of one week in hospital for an acute attack of breathless-
ness. She was being visited regularly by her doctor, and was taking
regular medication for her heart and to aid sleeping. She said at the end
of the final interview: 'I feel hopeless and helpless. I rely on him
(husband) for everything.'
Mr. Trigg, upon whom a substantial burden of care fell, was far from
fit himself. He had had two heart attacks about six years before the study
began, when he was aged 77, and this, combined with a general decline in
strength through ageing, made it increasingly difficult for him to look
after his wife properly. Between the third and fourth interviews ~Ir. Trigg
collapsed (the reason is not knolm) and was admitted to hospital for a fel'!
days. When he returned home the Triggs I son and his wife came to help,
but this had not been a success because of l{ra. Trigg's dislike of any
outside help with the houseworlc. She was almost obsessively houseproud,
and was agitated when others tried to do the housel40rk for her. She
persistently refused a home help, explaining that her husband could do
everything himself; but a home help had visited for a short period following
Mrs. Trigg's second spell in hospital.
After his collapse, Hr. Trigg became increasinely concerned about his
capacity to cope. He was particularly Horried that,,in the event of
!lr's. Trigg falling again, he would not be able to lift her. At the sixth
interview he said that he thought his OHIl health was worse; he mentioned
being breathless as a result of his heart condition, and the restriction
this placed on his ability to walk very far. At the close of the study he
was able to struggle on with the support of regular visits from their GP
and a district nurse, but, "ith almost no support from relatives, neighbours
or friends, his capacity to cope was stretched to the limit.
The Triggs' case, whilst being unique in the sense that each case in
the study had distinctive features, was by no means unusual. About 15
married respondents (almost a quarter of all married respondents at the
outset of the study) indicated that their husbands or wives were in such
poor health as to be more of a burden than a help. In the Triggs' case,
several factors I!'.ay be identified that seem to have exacerllated the
difficult sitlk"ltion in which they were li'1ine by the end of the study. One
factor was their age: when the study ended both Mr. and Mrs. Trigg .;ere
over the age of 8'f and Hr. Trigg might .have found it sufficiently demanding













A second factor was the geographical isolation of their bungalow and the
almost total absence of family and neighbourhood support. In this respect
the Triggs were more disadvantaged than either Mrs. Perkins (whose flat was
conveniently situated for shops and other services) or Miss Pope (who was
well supported by her neighbours). Third, both Mr. and Mrs. Trigg were in
relatively poor health. There were several cases in the study in which
an elderly, frail person was being cared for by a fitter spouse, but the
Triggs were particularly disadvantaged 1.'1 that they both suffered from
incapacities that worsened during the course of the study. Although
Mr. Trigg was undoubtedly the major support in enabling his wife to cope
with life at home, he was in certain respects a fragile support, and this
may have contributed in part to Mrs. Trigg's extensive use during the course
of the study of hospital, GP and community nursing services. Finally, there
are hints that attitudes may have been a significant factor. On the one
hand, l.jr. Trigg seems to have faced up stoically to a combination of
circumstances that might have swamped another person with different
attitudes towards responsibility and fOrtitude. On the other hand,
Mrs. Trigg's firm refusal of all offers of social help (which may have been
connected in some way with her general mental condition) could have been a
factor in the low level of neighbourhood support which the couple experienced.
Attitudes are tricky things to quantify, but in this case (more than in some





The case studies presented so far in this report have emphasised the
importance not only of the household stru"tures but also the communication
networks of elderly people in determining ~ow they fare at times of illness
and crisis. The range of people with whom contact is made, and the help
that is given by them, may be of considerable importance to the quality of
the lives of elderly people, to their sense of security, and to their degree
of dependence upon social and health services. This section summarises the
information collected in the study about the communication neD/orks of the
respondents, and the following section looks at the informal sources of
help available to thel!\.
Both Hunt (1978) and Morgan (1979) gathered information about marital
variations in the communication networks of elderly people. The results
from Hunt's national study showed that, in their contacts with relatives,
widowed and married respondents were sOl!'.mhat better off than either the
single or the divorced/separated respondents. Proportionately more of
them reported having close relatives (96% of the married and 95% of the
widowed, compared with 88% of the single ,md 78% of the divorced/separated),
and proportionately more of them said that their relatives visited them
several times a week (33% of the married and 37% of the widowed, compared
with 14% of the single and 17% of the divorced/separated). Conversely,
rather more of the single, divorced and separated respondents said that
they would like their relatives to visit them more often. When asked
which particular relatives visited them most f-requently, the relative
mentioned most often by married and widowed respondents was a daughter or
daughter-in-law (57% and 50% respectively). Daughters (in-law) were also
the most frequent visitors to divorced and separated respondents, but only
35% of these respondents mentioned them. Among single respondents,
sisters or sisters-in-law were the most frequent visitors mentioned by 32%
of these respondents.
In contrast to their contacts with relativas, the married and wid01·;ed
people in Hunt's survey appeared to have slightly fewer contacts \·dth
friends and neighbours than did the single, divorced or separated people.
For example. the proportion of respondents who received visits frOI!\
friends increased from 69% among the widowed and 72% among the married to 76%
among the single and 79% among the divorced/separated. However, the somewhat
lower rate of contact with friends and neighbours reported by the married










contact with relatives. For example, the proportion of people who visited
neither relatives~ friends was only 10% among the married and the widowed,
rising to 17% among the single and 24% among the divorced and separated.
Morgan did not collect exactly the sam'~ information as Hunt about the
contact which her subjects had with relatives and neighbours, but broad
comparisons can be made. Like Hunt, Morgan found that the widowed respondents
in her follow-up study of hospital dischargees l~ere in closer regular contact
with relatives than were single, divorced or separated respondents; but the
married people in Morgan's study were not as favourably placed. Thus,
exactly two-thirds of widowed respondents reported that the nearest relative
with whom they were in regular contact (including sons aTld daughters) was
living either in the same household as themselves or within about five miles,
but this pr'oportion fell to just under half alllong the married, two"fifths
among the single people and only one-fifth among the divorced and separated.
Conversely, whereas 39% of the single and 33% of the divorced and separated
said that they had ~ relatives with whom they were in regular contact, this
proportion fell to only 7% among the widowed and sg. among the married.
Again, like Hunt, Morgan found that single people were more likely than the
widowed to report frequent contact \'Iith their' neighbours (74~. compared with
62%, excluding those living in l~arden-assistedaccommodation), but 110rgan did
not combine the data on contacts with relatives and neighbours in a way that
liOuld show the extent to which one compensated for the other.
Contacts with children
Information was collected in the present study about the number of
children whom the married and widowed respondents had. At the time of the
first interviel'l, 64 respondents were married and 46 liere widowed. The
number of surviving children reported by those in each category is sho~m
in Table s. A higher proportion of married than of widowed respondents had
surviving children, and the married also had a greater number of children.
For example, the mean number of surviving children was 1. 89 for the 1llarried
respondents and 1.63 for the widowed. Hmrever. much of the difference betlieen
the two groups was explained by the proportions having only one or tI'IO
children, for similar proportions of married and widowed responcents had
three or more children. The effect is that rather more widowed than
married people had to rely for help (,then needed) upon one child only.
There are several p::.ssible reasons for these differences. For two














may have frustrated the achievement of a desired family size. The different
age structures of the marI'ied and widowed respondents may also haV6 been
important. The mean age of the widowed people at the outset of the study
was about six years higher than that of the married people, thereby exposing
their children to a greater risk of dying (all:>eit prematurely). Evidence
supporting this interpretation is found in the fact that, even among the
married respondents, the reported mean number of surviving children diminished
with the increasing age of the respondents. Among married people aged 70
and over, for example, the mean number of surviving children was 1.68, almost
identical to the mean number among the widowed respondents.
From the point of view of the help and support that sons and
daughters might give to their elderly parents, the sheer number of children
may be less important than their location and their frequency of contact
with their parents. Respondents were asked in the first interview where
each of their children was living, and how frequently each was seen. The
replies to the question about the location of children are summarised in
Table 6. The table is arranged in such a manner that, the higher up the
table respondents are located, the nearer they we!\., living to their closest
child. The widowed respondents were rather more heavily concentrated in
the upper part of the table than the married respondents, indicating that
although they did not have quite as many children in total as the married
respondents, they were a little more likely to have at least one child
living in fairly close proximity. One in five of the widowed people was
living in the same household as a son or daughter at the outset of the
study, compared with only one in ten of the married people; and whereas 42%
of the widowed had at least one child living in the same town as themselves,
the proportion was only 31% among the married respondents •
Although the widowed respondents were rather more likely than married
respondents to be 1iving in the same vicinity as their children, the tendency
for elderly wido~led people to move nearer to their children (or vice versa)
seems to be a long-term process rather than an immediate response to widowhood.
It was noted above (pago 24) that none of the seven respondents who became
widowed during the course of the study cha."lged their residence or household
structure in any other way during the remainder of the study, and it was
also noted that people who had been widowed for a shorter period of time
were lIlOre likely to be living on their own than those who had been widowed
for more than five years. A breakdmm of the figures in Table 6 according
to the length of widowhood confirms that, in broad terms, the longer people
had been widowed the more likely they were to have been living in the same








The replies to the question about the frequency of contact between the
respondents and their chndren are summarised in Table 7. 'There is a..,
obvious link between the residential location of the children and the
frequency with which they were seen: the closer the nearest child lived, the
more frequently at least one chnd was seen. But the link appeared to be
rather more marked among the widowed than the married respondents. One in
three of the widowed people at the outset of the study reported daily contact
with a son or daughter (including, of course, those who were actually living
in the same household as their parents) and a further one-in-five saw a son
or daughter at least once a week. Relatively fewer of the married respondents,
by contrast, were in dany contact with a son or daUghter, and relatively more
of them saw their children no more frequently than at monthly intervals.
The data in Tables 5-7 indicate that although the married respondents
had rather more children than the widowed, the latter had closer spatial
and temporal links with their children. Proportionately more of them were
living within easy access of their children, and hence they were more likely
to be seeing them on a day-to-day basis. The suggestion in these data that
the differences may have reflected a deliberate move by widowed parents or
their children (or both) to increase the amount of support available to them
is further supported by the high proportion of daughters among the children
seen most frequently by the widol"ad respondents. Of the 38 widowed people
with children at the outset of the study, 27 (71%) reported that it was a
daughter whom they saw most frequently, 9 (2 11%) that it was a son, and 2 (5%)
that it was a son and daughter equally. By contrast, of the 56 married
respondents with children, only 26 (46%) sa,; a daughter most f,requently,
24 (43%) a son, and 6 (11%) a son and daughter equally.
~ontacts w~th otper rAlatiVRs
Respondents were asked at the first interview whether they had any
relatives whom they saw regularly, apart from their children and those
relatives with whom they were living. For each relative mentioned, further
questions were asked about their place of residence and the frequency with
which they were seen. In the sixth interview, which was the first following
the publication of Hunt's (1978) report, three questions from that survey were
asked about the existence of close relatives (including children), the
frequency with which they visited, and the ones who visited them most often





















The replies to the questions in the first interview showed that, at the
outset of the study, a majority of respondents had relatives (other than their
children and household members) whom they Sal" regularly. The proportions
:replying in this way were 81% of the married people, 81% of the divorced
and single, and 7~% of the widoHed. Though not directly comparable ,·dth
Hunt I s survey, these figures are fairly close to the proportions of respondents
in that survey who reported having close relatives. Of those who did see
their relatives regularly, the majority said that their nearest relative was
living in Kent, and a substantial minority said that the closest :relative was
living in the same town as themselves.
The replies to the questions in the sixth interview cannot be compared
directly with those from Hunt's survey (even though the questions were identical),
for the respondents who had remained in the study throughout its duration were
no longer a representative group of all elderly peoople in the conum.mity.
Nevertheless, the replies were broadly similar to "those reported by Hunt. As
in her survey, for example, a higher proportion of married and uido;,ed than of
single and divorced respondents reported having close relatives (100% of the
married and 89% of the widowed, compared with only 70% of the divorced and
single), and whilst daughters were the most fI'>1quent visitors to married and
widowed respondents (mentioned by 40% and 43% respectively), the most frequent
visits by relatives to single and :li.vorced respondents were made by sisters.
Where the results of this study differed from those of Hunt was in the
proportion of people reporting that at least one relative visited them several
times a week. Hunt found that twice as many married as single or divorced
people reported visits of this frequency, but in the present study the reverse
was true: 30% of single or divorced respondents and 35% of widowed respondents
said in the sixth interview that relatives visited them several times a week,
compared with only 16% of married respondents.
The data from the first interview about the residential locations of
children and other relatives are combined in Table 8 to show, in a rough and
ready way, the geographical proximity of respondents to their families •
The four cells in the top left of the table (I A' cells) contain those
respondents with at least one child and at least one other relative living
in Kent. For many of them, the child or relative was actually living in the
same town or village as themselves. The blocks of four cells in the top
right and bottom left of the table ('B' cells) contain I'!!spondents ~lho had at
least one relative (Bl) or at least one child (B2) in the county. The














peopLe at the outset of the study with neither children nor other relatives
living in Kent, either because they had no such relatives at all, or because
they lived outside the county.
Clearly, this is only a crude method of depicting the respondents'
geographical proximity to their families, but it does reveal variations between
marital status groups that are not evident from separate analyses of contacts
with children and with other relatives. Respondents in the •A' cells (that
is, those with close residential links with both children and other relatives)
accounted for exactly half of the widowed respondents and only one single/
divorced person. There were no major differences between marital groups in
the proportion of people in the 'c' cells (those with weaker residential
links), but a particularly high proportion of single/divorced people
(three-quarters) were in the Bl cells (those with weak links with children but
close links with other relatives).
Contacts with ~eighbours and friends
Respondents were asked at the first interview how well they knew their
neighbours and whether they would expect their neighbours to help them in any
way if they were ill. At the sixth interview eight questions were replicated
from Hunt's survey about visits from and to friends, the help given to and
received from them, the degree of acquaintance with neighbours, and the help
that could be expected from neighbours at times of urgency (questions 113, 1I11a,
1I5c, lISd, lISe, 116, 117 and 1I7a in Hunt's questionnaire).
The replies to these questions generally supported Hunt's and Morgan' s
conclusion that most elderly people have some contact with their friends and
neighbours, and there was also support for Hunt's finding that friendship and
neighbourhood contacts are somewhat better developed among single and
divorced people than among the married and widowed. For example, the replies
to the questions in the first interview showed that, whilst at least two-thirds
of respondents in each marital group felt that they knew their neighbours well,
the proportion was slightly higher among the single and divorced (77%) than
among either the widowed (63%) or the married (67%). And although the
replies given at the sixth interview were less representative of the elderly
population as a whole (because of the people who had dropped out of the study
for various reasons during its course), they remained consistent with those
given to identical questions in Hunt's survey. For example, 711% of all
respondents in the sixth interview said that they got on very well with all





















single and divorced respondents replied in this way (80%) than did married
or widowed people (73%). Likewise, 13% of all respondents said that they
felt unable to ask any of their neighbours for help at times of urgency (the
proportion in Hunt's survey was 10%), but none of the single or divorced
respondents answered in this way, compared with 16% of the married and 14%
of the widowed.
The main difference between Hunt's study and the present one centred
on the contacts which people had with friends, rather than with neighbours •
In all, 77% of the respondents at the sixth interview said that friends came
to visit them (the proportion in Htmt's survey was 71%), but whereas Hunt
found a slightly higher proportion among the single, divorced and separated
than among the married and widowed, the reverse occurt"!"d in the present study:
only half of the single and divorced reported visits from friends, compared
with 73% of the married and 89% of the widowed. Likewise, whereas 35% of
respondents in the present study said that they never visited friends (the
proportion in Hunt' s survey was 41%), more single and divorced people
answered in this way (60%) than did married (37%) or widowed (25%) people.
Contacts and commtmications: some illustrative case studies
This section concludes with three case histories of respondents who, at
the outset of the study, were in the 'A', 'B' and 'c' cells in Table 8•
People in the I A' cells were those in close residential proximity to their
relatives: they had at least one child~ at least one other relative
11ving in the same cotmty as themselves. In three of these four cells the
nearest child and/or relative was actually living in the same town or village •
In principle, therefore, these respondents were likely to have the closest
and most effective family support. They represented half of all the married
people at the outset of the study, one in three of all the widowed people,
but only one of the single or divorced respondents. In addition to their
proximity to their families, the lnajority of these respondents (28 out of 48)
also felt they knew their neighbours sufficiently well to expect them to
help out, if necessary, at ti1ll€s of illness or convalescence.
One respondent who fell within the 'A' cells at the beginning of the
study was Mrs. Sandford. A wido>' of 76 at the time of the first interview,
Mrs. Sandford was living by herself in a spacious ground-floor flat in
reasonable distance o;;f shops and other facilities. She had been widowed
for 12 years; her husband had been a driving instructor before retiring.













and living at the time of the first inter'liew in Lancashire. l-lrs. Sandford
said there had been some religious difficulties over the marriage of this
daughter, as a result of which they saw very little of each other. During
the course of the study, however, th", daughter and her family moved to within
a few miles of Mros. Sandford. and although communications increased between
them, the relationship remained strained. The younger daughter. also married
with two children of her own. was living some three miles from Hrs. Sandford
at the time of the first interview and saw her mother several times a week.
Indeed, Mrs. Sandford had moved to her present flat a year or two before the
study began precisely in order to be closer to this daughter. In the early
stages of the study Mrs. Sendford indicated her relia'lce upon the younger
daUghter for support and care. lIhen asked at the first interview how she
thought she would cope if illness confined her to bed for a week, she replied:
'My daughter would see to that, she wouldn't let me go without help. I have
asked her to put me in a nursing home if I get to that state.' At the
second interview she said that 'my daughter Nould come to see me'. Shortly
after this second interview. however, the younger daughter moved some t1~enty
miles further away n'Om Hrs. Sandford where she and her husband took over a
guest house; and Brs. Sandford was aware of the difference this had made to
her life. She spoke b subsequent interviews about the difficulty which her
daughter had in getting away from the demands of the guest house, and at the
fbal interview she said, in reply to the question of how she would cope if
confined to bed for a week, 'I just don't know. It's the big problem.
I don't know anyone. I suppose I'd just have to trust to my daughter. t
As well as her daughter. Mrs. Sandford had a married niece in her late-
50s living in the same town as herself. She said at the first interview that
they saw each other about once a month, but the niece was not mentioned at
all in any of the subsequent interviews, even when Mrs. Sandford was in
serious need of help.
!1rs. Sendford did not know her neighbours very well, end did not get on
well with any of them. The flat abo're her own was occupied by a young couple
whose presence she resented. They never spoke to her and they failed to
look after the garden and entrance hall Which, she claimed. was their
responsibility. At one interview Mrs. SendfoI'd described a recent incident
in which a water pipe had burst in the couple's flat. causing one of her Olm
ceilings to collapse; but at no stage during the drama had they offered any
help or even spoken to her. Her neighbours on one side were described as
'very nice people'. but on the othel' side. 'they make me sick the:lre

























might help if she needed it, but as Mrs. Sandford remarked, 'she seems so
old herself' • Apart from her daUghters and neighbours, Mrs. Sandford' s only
other contacts wer€ through an over-60s club, to ~lhich she went three times
a week. The club seems to have been an increasingly important element in
her life, and it was friends from the club who gaVe her the most practical
support when it was needed. One such occasion occurred during the second
Christmas of the study. Mrs. Sandford said: 'I was bad a.'ld laid in my
bedroom for three days. My friend came round fTOm the 60 club and found me •
I didn't phone because my friend's phone is in someone else's flat. I phoned
my daughter (that is, the elder daughter, who by this time had moved from
Lancashire to a neighbouring town) but that Hasn't much help. She never
came to me for over a month. But my friend came, and her husband, every day.'
Shortly after that episode, these particular friends moved to New Zealand,
and at the final interview Mrs. Sandford identified their departure as the
biggest change in her life during the three years of the study.
In spite of the close pro:dmity of relatives, Hrs. Sandford did not
command much support, and repeatedly described herself as 'a lonely person'
and 'not very sociable'. She spent an increasing amount of time by herself
in her flat, describing on one occasion how she had stayed in the flat
continuously for five weeks with bronchitis. Her shopping during this period
had mostly been done by fri'9nds from the over-60s club, not by her daughters
or neighbours. ~Ws. Sandford's general state of health deteriorated
throughout the course of the study. At no interview did she subjectively
describe her health as better than 'fair', and at almost every interview she
felt that it had been worse than six months previously. She fluffered from
bronchial trouble, which in the winter kept her at home for long periods of
time and limited the amount of ~lalking she could do, nnd she also reported
frequent episodes of giddiness for which she l~as taking regular medication •
Various acute episodes \~era mentioned at most of the interviews, including
bladder infections, 'tummy pains', and back pains •
Among the difficulties with which Mrs. Sandford had to cope was that of
increasingly restricted mobility. At the first interview she said that she
tired quickly when walking and sometimes fell over, eVen when using a stick.
Similar accounts of progr,assive restriction Here offered in subsequent
interviews. At the fifth interview, for example, she said that it had been
more difficult than usual in the previous six mO;1ths to get about out of
doors: 'I'm slower in walking. My chest has pUlled me down. Hy legs ache.'
At the sixth interview she said: 'I get tired very quickly. I just go out
















I'm frightened getting on and off buses. I take a trolley or a stick because
of the giddy turns.' Mrs. Sandford's difficulty in walking out of doors Vas
compounded by what she regarded as the bad state of the pavements. Sh~ Has
angry at the neglect of the CO\R'lcil for the needs of the elderly. On t.l0
occasions Mrs. Sandford tripped and fell. The first fall resulted in bruised
knees; the second was worse. for even though an X-ray revealed no broken
bones. she was still experiencing pains in her knees three months after the
event. and a finger that had been damaged in the fall remained stiff and
inflexible. Mrs. Sandford was seeing her GP about two or three times each
half-year. mainly in connection with her giddy spells and the sequelae of her
falls. but she was hostile towards him. She said: 'I hate going there •.•
I haven't any faith in doctors. They've no interest in you. They sit and
lc.ol< at you, and don't do anything. I
Mrs. Sandford' s case was fairly typical of many people in the study.
although she seemed superficially to be better supported than some. One
daughter was living nearby at the beginning of the study. and when she moved
fa."'1:her away. a second daughter moved almost as close. A middle-aged married
niece lived in the same town as Mrs. Sandford. Nevertheless, these relatives
provided only spasmodic support and care during the course of the study. even
at times when Mrs. Sandford was, on her own account, in obvious need of care.
Family relationships are defined in human and practical terms. and the orthodox
assumption that two daughters, living within easy reach of their elderly widowed
mother, would between them provide sufficient care to enable her to live in
reasonable comfort, is not always a realistic assumption. Fractured personal
relationships appeared in this case to account for the relative indifference
of one daughter, and the practical demands of a 24-hour job for the limited
assistance given by the other. In fact. Mrs. Sandford's most consistent
help came from elderly friends, and the removal of one particularly supporting
couple seemed at the close of the study to pose the major threat to
Mrs. Sandford's capacity to continue living in her own flat.
Respondents in the two blocks of 'B' cells in Table 8 had some contact
with their families, but lived further away from their children or relatives
than those in the 'A' cells. An inspection of the criteria defining these
cells reveals the diversity of circumstances they embrace. but these respondents
had in common the fact that at least one child ~ at least one other relative


























married people at the outset of the study, half of all the widowed people, and
three-quarters of the single and divorced. Of the 59 respondents in this
group, 3~ felt at the outset of the study that they knew their neighbours
sufficiently well to expect them to help out in some way, if necessary, at
times of illness or convalescence. This proportion (58%) is identical to
that among the preceding group of respondents .
One respondent falling into the 'B' cells at the beginning of the study
was Mrs. England. At the beginning of the study Mrs. England was a 77-year
old widow living alone in a ground-floor flat on a busy main road. She had
been widowed for twelve years, and had been Eving in the flat for eight years.
Before his retirement, her husband had been a factory manager. At the time of
the first interview Mrs. England was working voluntarily with a library for the
housebound, but failing health caused her to give it up. HI'S. England had two
daughters. The elder was in her early fifties at the time of the first
interview, 1iidowed, and living in the West !lidlands. !1rs. England said she
usually saw her daughter two or three times a year, but at each interview she
also said that the daughter was pressing her to move into an old people's
home nearby. At first Mrs. England was r"')luctant to do this, claiming that
old people are happier in their own homes, tut towards the end of the study she
had apparently accepted the wisdom of being nearer to her daughter, and spoke
of the preparations she was making to sell her flat. The younger daughter,
in her late forties, \<as married and living with her family in America.
Mrs. England had visited her several times prior to the first interview, but
not (for reasons which will become apparent) during the course of the study.
She did, however, receive financial help from her daughter and son-in-law,
particularly in paying for private hospital treatment and convalescent care.
As well as her daughters, lirs. England had other relatives with whom she
was in contact. A widowed sister, a few years younger than herself, was
living in the same town; a married niece of ~O and a widowed sister-in-law
of 65 lived in other parts of the county; and two brothers ~;ere living in
Norfolk and Sussex. Of these relatives, it was her sister 1ihom Mrs. England
saw most frequently several times a week throughout the duration of the
study. When Mrs. England's health deteriorated during the early part of the
study, she was very dependent upon her sister for much basic care; but as
things improved later in the study, the sister became correspondingly less
important as a source of help and support. The niece and the sister-in-law
were not mentioned at all after the first interview, even though they '''ere

























Mrs. England said at the first interview that she knew all her neighbours,
though not very well. Most of them were about the same age as herself.
She said that the lady in the flat above, a lonely spinster, sometimes brought
the milk in and switched the fires on, but she was thought to be a loner and
not keen on much contact. Several neighbours in the block visited each
other for company. Mrs. England was sure they would help if she was ill,
but as she said, 'You don't like to ask too much, so you try to keep as well
as you can.' When asked at the first interview how she thought she liould
manage if confined to bed for a week, l1rs. England replied: 'That is one
thing that worries me. I could get a neighbour to do that. I don't know.
If it came to it, my daughter would fetch me.'
Mrs. England's predictions were soon to be tested. At the first
interview she said she was troubled by arthritis. particularly in her back
and hip, and she was awaiting operations for the replacement of both hip
joints. She had difficulty coping with certain self-care tasks, especially
bathing (when she was afraid of slipping or falling over), putting on shoes
and stockings, and doing up buttons and zips (for which she sometimes
enlisted the help of the spinster in the flat above). At the second
interview, six months later, Mrs. England felt that her health was worsening
rapidly. She was very tired, unable to eat much, and waking for long
periods at night. The arthritis in her hip was paining her considerably,
and as she thought she would have to wait for perhaps a further two years for
the replacement operation as an ,NHS patient, she was contemplating having the
operation performed privately. Shortly after the second interview
Mrs. England did have a right hip joint replacement as a private patient, and
she felt much improved, with more mobility and less pain. She had been in
hospital for ten days (far below the regional average stay for this
operation), and on return ing home her daughter had come down from the
Midlands to help her. l~hen the daughter returned home, Mrs. England said
that, but for her good neighbours, she would have found it very difficult
to cope, especiall.y with housework and shopping. Just Hashing the dishes
was tiring. She said she could have done wi.th a home help. Her left hip
was also beginning to trouble her •
Four months after the third intervie~l, MrfJ. England had the left hip
joint replaced. She paid privately for the operation, and on leaving
hospital she went to a private nursing home for three weeks' convalescence •
fur neighbours and friends had been a substantial help to her on returning
home, and the spinster from the flat above had been particularly supportive,
















with walking. At the fourth interview Mrs. England declared herself to be
very satisfied with the results of the operation. She still had difficulty
walking freely and bending down, and in doing jobs in the house that required
strength in pushing and pulling; but she could take herself to the local
shops and felt that she was improving all the time. '1'13 feeling better now
than for a long time. I was worried about having the second hip done. I
lost weight after the first operation. I'm much better now than I used to be.
This arthritis, it came on quickly. Floored me. I was nearly a cripple
last year. I
The final two interviews saw Mrs. England, now aged 80, consolidating
her post-operative improvement. She said that the two operations had
revolutionised her life. 'I wouldn't be here ~lithout them. Made all the
difference in the world.' By the final interview she was walking briskly,
sleeping well and eating much better than she had been. There were, however,
some residual disabilities: she could not bend down properly, for example,
to care for her feet; she tired quite quickly and could do household tasks
in short bursts only; and she could not cope easily with slopes.
Mrs. England had some private domestic help, yet still felt herself to be
relatively unsupported and vulnerable. In the final interview, for example,
she said in response to the question of hO>l she >lould cope if confined to bed
for a week: 'I don't know. Someone would shop. I really don't know. You
might get the odd one to bring something in. You really need someone in the
house, but you can manage with a neighbour coming in. You have to be lucky
to find someone to give sustained help.' Mrs. England said that her daughter
in the Midlands was pressing her again to move nearer to her, and that she was
trying to bring herself to sell her flat. The idea of moving worried her,
but 'once you get there you don't worry any more. I've got to be philosoph-
ical and must accept things as they are. If something really bad happened
I have the family, but I don't want to bother them.'
In many ways, Mrs. England's experiences are remarkable. An elderly
widow, living on her own and with no children nearlly. she coped with two
major operations within the space of eight months, and at the end of the
study was continuing to manage satisfactorily on hel' own. There seem to
have been several elements enabling her to do this , although they I~ere not
related to her classification in Table 8 as being in medium contact with
relatives. Although relatives were living I~ithin fairly close distance of
Mrs. England, they did not appear to be of much help to her, with the possible
exception of her sister, particularly in the early phase of the study before
the hip replacements were carried out. On the other hand, Mr>s. England's







though each was living some distance away. The eld~r daughter in the
Midlands displayed continuing concern about her mother; she came to look
after her for a few ~teeks following the first operation, and at the end of the
study was again trying to persuade Mrs. England to move to a home nearer to
her. The yotmger daughter in America was clearly tmable to give any personal
care, but she and her husband seem to have played a'l important part in the
story by providing the funds for Mrs. England to have her operations privately,
and to have a convalescent period in a private nursing home following the
second operation. The operations themselves tmdoubtedly produced a dramatic
change in Mrs. England's life, but as she herself remarked, tmless she had had
them done privately, she might have waited for years for NHS treatment.
Yet in spite of the substantial help that she received from her daughters,
Mrs. England (like Mrs. Sandford) still relied to a considerable degree upon
her friends and neighbours to help her on a day-to-day basis. Like many
respondents in the study, Mrs. England tended to tmderestimate the extent to
which she could rely on her neighbours. Befor;;, the operation, for example,
she had described the occupant of the flat above as a 'loner' and 'not keen
on much company', but in fact this woman had been partiCUlarly supportive
to Mrs. Englal"1d ~Ihen she returned home from the second operation, giving
personal care as ~lell as assistance with such tasks as shopping and latmdering.
Nevertheless, Mrs. England finished the study with a realistic appraisal of
her own vulnerability, particularly with Rdvancing age. She felt that heL'
family was her only real source of car'e in the event of sustained dependence,
and she was again thinking of moving nearer to her daughter in the Midlands.
Respondents in the 'c' cells in Table 8 were the most isolated geographi-
cally from their families: they had neither children nor relatives living in
the same county as themselves, and some had no children or relatives at all.
These cells contained one in eight of all the married respondents at the
beginning of the study, one in five of all the widowed respondents, and one
in five of the single or divorced respondents. Of the 19 people in this
group, just over half (11) felt that they kne~ their neighbours sufficiently
well to expect them to help out in some Ilay, if necessary, at times of illness
or convalescence. This proportion of respondents with n",ighbours perceived
as helpful was the same as for those I,ith close and medium contacts with










neighbourly help tends to be a fairly constant factor whatever other family
resources may De available.
Mros. Marks was one of the respondents in the •C' cells. Her living
arrangements and her experiences during the course of the study were similar
in many respects to those of I'lZ'S. England, although she lacked Mros. England's
family support. Hrs. 11arks was 68 at the outset of the study, and living by
herself. She had been widowed for ten years, having been married for
36 years. Her husband had been a textile representative before his retire-
ment. Mrs. Mark's blUlgalow, where she had lived shortly before being
widowed, was some way from the village shops, the chemist and the health
centre where she was registered. She frequently complained about the cost
and trouble of getting to the c"ntre, particularly in the middle period of
the study when her mobility \;as restricted. She thought there should be a
local surgery with special opening times for older patients. Mrs. Marks
also fOlUld her blUlgalo~1 too large for her needs, and became increasingly
worried as the study progressed by the responsibility of maintaining it.
She said at the third interview that she was considering a smaller, rented
flat where she would not have any worries about repairs and maintenance; but
she had taken no action about moving by the completion of the study. One
deterrent was the cost of renting; indeed, Mrs. ~larks repeatedly spoke
of rising prices and, like so many respondents, she identified inflation as
one of her biggest single worries.
Mrs. Marks had no children. She mentioned two relatives with whom she
was in contact, a married half-brother of 60 and a single nephew of 68, both
living in London. She saw them each once or twice a year, and she also had
a number of nephews and nieces "'horn she saw from time to time; but she did
not identify any of them as possible sources of help. She mentioned
particularly the difficulty she had had during her husband's terminal illness,
soon after they moved to Kent, without any help from relatives. Hrs. Harks
did not know her neighbours very welL At the first interview she said:
'They say hullo. We have the odd chat. Most arolUld here are getting old.
They do a bit of shopping, but you certainly couldn't expect them to do
anything. ' And at the final intervieH she indicated that her relationships
with them had not changed. 'I don't see much of them. They have cars.
We chat over the fence. I could call on any of them, but I'd rather call
in a friend. People aren't V'i!ry friendly round here.' Hrs. Marks said
that she had sorne friends, and saw them regularly, but she \;as reserved




















to the question about how she might cope if illness confined her to bed for a
week, Mrs. Marks said at the first interview: 'I have a lot of friends. but
they have their problems as well. They have their ONn families. 111ey t d
pop in and do little odd jobs. It depends how long it went on. I hope one
could have a home help. I find in reply to the same question in the final
interview she said: 'I'd have to have someone come in. The fe" friends I
have, have got their own families. One or two friends would do a bit of
shopping. '
Between the first and second interviews, Hrs. Marks fell whilst on a trip
to London and broke her hip. She was taken to a nearby hospital where she had
a ball-and-socket replacement fitted. She stayed for three weeks in that
hospital, and was transferred to a local hospital for a further three weeks
for convalescing and rehabilitation. Mrs. I-larks felt she had done well to
be out of hospital and walking about so quickly, but also that she had been
hurried out of hospital. She ;;ould have preferred to have stayed for a
further week. At the second intervie>!, !-Irs. Harks said that she felt less
energetic than before the accident, and tired more easily. She was still
unable to get into the village and was relying on a friend to do her shopping.
The third and subsequent interviel1s found Hrs. Harks continuing to
recover' from her operation and to regain a reasonable degree of mobility.
By the third interview she was able to get to the village by bus, and by the
last interview she was able to walk to the shops occasionally. Nevertheless,
Mrs. I-larks was firm in her opinion that her accident and operation had, as she
put it, 'checked my health fer all time'. At each interview after the
operation she commented on the pain that still remained, and she complained of
tiredness when working in the house or the garden. She had not been able to
regain the full freedom 0:1' movell>~nt and bending that she had had before the
accident, and she noted in the final interview that the onset of rheumatism in
one knee was causing further restrictions to her •
Hrs. Marks was, clearly, relatively isolated and unsupported. She had
no children, no close relatives, and less supportive neighbours than many of
the respondents in the study. There were occasional reports in the interviews
of help given by friends, particularly with shopping, but Mrs. Marks seemed
always to be guarded and reserved in her judgements about the amount of help
they might be willing to give. So far, Mrs. Marks had apparently managed to
cope quite well from her own resources, even when faced with a major operation
and an extensive recovery period. The future seemed, however, to be less
certain by the end of the study. There were signs that !-Irs. Marks might
experience increased difficulties in mobility which would be exacerbated by
the location of her bungalow. The rising price of public transport and the
increasing cost of house maintenance may increase the doubts she expressed
throughout the study about the appropriateness of her accommodation. Domestic
help, whether publicly or privately provided, may be increasingly difficult
to obtain in a small village. These are m<J.tters of speculation, but as
Mrs. Mark s entered her eighth decade at the end of the study, she seemed to
be representative of the large number of people in the study living fairly


















PERCEPTIONS or HELP AND SUPPORT
The case studies described so far in this report illustrate the fact that
close proximity to, and regular contact with, friends, neighbours and relatives
does not always correlate well with the help that elderly people actually
receive, or think they might receive, at times of illness or disability. Some
respondents in the study I'Tere living in situations of considerable loneliness
and isolation, yet somehow managed to enlist the help of friends or relatives
when they were ill or unable to cope with daily tasks; others, by contrast,
though seemingly well surrounded with helpful people, were sometimes left
bereft of help even in sitU;J.tions of moderete urgency. The results presented
in the preceding section, together with those f-ram Hunt's (1978) and Morgan's
(1979) studies, indicated that elderly married and widowed people in the
conununity appear to have more extensive contacts than single or divorced
people: they tend to live closer to their relati'1es and to see them more
often. Single and divorced people seem to have more contact Idth neighbours
than do the married or widowed, but this does not compensate for their greater
isolation from family networks. 11Oreover, it is possible that in qualitative
as well as quantitative terms the married and widowed are better placed than
the single and divorced, for whereas the main family contacts among the former
are with their adult children (particularly daughters), among the latter the
principal channels of contact and corununication flow towards elderly siblings.
How far, then, are these distinctive variations further reflected in people's
perceptions about the availability of care and support at times of illness?
Anticipated help at times of bed disability
Two sets of questions were asked at various points in the study about
the amount and adequacy 0"" help from informal sources that respondents thought
they would be able to summon, and had actually summoned, when ill. In the
first, second, fourth and sixth intervieHs, respondents were asked: 'If you
were ill, or coming home from hospital, and you had to stay in bed for a week,
how do you think you would manage?' The replies were arranged according to
the combinations of people who were mentioned as sources of help, and they
are set out for the first interview only in Tabl(~ 9. Se'1eral aspects of
this table merit comment.
First, it is clear from simple inspection that respondents in the three
marital categories differed considerably in the perceived sources of help
which they identifi"d, and these differences were related in ob·n.ous ways to















would rely on their spouses: exactly half of them mentioned their husband
or wife only, and a further third mentioned their spouse and one or more
other people. The modal source of help for widowed people was a daughter
or daughter-in-law: just over half of these respondents identified this
source, either by itself or in combination with another person. Single and
divorced respondents tended to be divided in their estimation of the most
likely sources of hel?: a third mentioned relatives only (usually sisters),
a quarter mentioned non-relatives only and a fifth mentioned a combination
of relatives and non-relatives.
Second, almost all the respondents indicated that they would look for
help to relatives and friends rather th;;m to statutory, voluntary or private
services. Indeed, only two respondents (one widowed and one single) said
at the first interview that they would rely exclusively upon these services,
although several noted that they would have to fall back upon such services
if the anticipated support from relatives and friends failed to materialise,
or ceased to be sufficient •
Third, fewer than one-in-ten of the married and widowed respond<>nts was
unable to think of any specific source to which they could turn for help if
illness confined them to bed for a week. This proportion rose to one-in-five
of the single and divorced respondents, which is consistent with other
evidence about the greater social isolation of such peo!,le, but which is not
significant in view of the very small numbers involved •
The responses set out in Table 9 appear to be fairly reliable. The
data in this table are based upon the question posed in the first interview
only, but the same question was also asked in the second, fourth and sixth
interviews. Using the same classification 'lE in Table 9, the replies show
a fairly high degree of stability throughout the three years of the study, in
spite of the loss of some respondents from one interview to the next. As
the study progressed, married respondents tended to place less emphasis on
the help forthcoming from spouses and more on the support of friends,
neighbours and statutory or voluntary services. Widowed respondents became
rather less likely to mention the support of friends and neighbours and
rather more likely to refer to statutory or voluntary services. Single and
divorced respondents were more likely as the study progressed to mention
non-relatives and less likely to mention relatives as possible sources of
help. Nevertheless. these changes were quite small, and they do not
seriously distort the general impression that respondents in each marital
group had fairly stable but distinctive ideas about how tMy would
manage if illness confined them to bed for a week. The distinctions between

















relationship be~leen the prospective helper and the respondent than by the
existence or number of such helpers. No large differences occurred between
married, widowed or other respondents in the proportions who were unable to
identify any likely help at all, or in the number of different helpers
mentioned. The differences, rather, lay in the identities of the prospective
helpers, and these seemed to reflect the respondents' marital status in
obvious and direct 1-1ays •
Perceptions of unmet needs for help
A second set of questions about the respondents' perceptions of the
help and support available to them focused on real rather than hypothetical
events. At each interview respondents were asked whether there had been
any times in the previous six months when help had been needed but not
forthcoming; and whether there were any things for which they needed help
now, but were not able to get it. The replies can conveniently be s\lll1llled
across the interviews in order to yield an overall picture for the study
period as a whole, but allowance must then be made for the different number
of interviews that respondents had. This is done in Tables 10 and 11,
which show the distribution of respondents according to the proportion of
interviews in which unmet needs for help l,ere expressed. All respondents
are included in these tables, however many interviews they had. The
denominator in each case is the total number of intervip.ws given by respondents,
and the numerator is the number of interviews in which an unmet need for help
was expressed. For example, Table 10 shows that, of the 64 married respond-
ents at the beginning of the study. 53 expressed no unmet needs in any of
their interviews, 5 expressed such needs in a quarter of their interviews,
5 mentioned such needs in between a quarter and a half of their interviews,
and so on. The method distOI·tS the results to some extent by giving an
increasing weight to respondents remaining in the study for two or more
interviews, and by ignoring the changes in marital status that occurred to
nine respondents during the course of the study, but an inspection of the
variations in response according to the number of completed interviews and
the changes in marital status suggests that the distortion may be quite
modest.
The results in Table 10 indicate that the question about respondents'
unmet needs in the six months prior to each interview was weak, because the
responses were not very discriminating. In each marital group about four-
fifths of the respondents reported no such needs at any of the interviews.















(almost one in ten of them reporting unmet needs in at least half of the
interviews), but the numbers are too small to draw any firm conclusion.
One reason for the weakness of this question may lie in the fact that: percep-
tions of unmet needs are often transitory, and pass from the mind when the
events giving rise to them have been resolved. This interpretation is
supported by the replies to the question about respondents' unmet needs at
the time of each interview, which revealed a wider spread of answers (Table 11).
An identical proportion of married and single-divorced respondents reported
no such .needs at any of their interviews (5690), and the proportion ~las
slightly higher among th~ widowed (6790). At the other end of the range,
one in ten of both the married and ','1idowed respondents said that they had
such needs in at least three-quarters of their interviews, compared 'iith
one in five of the single and divorced. These differences between the
marital groups, based as they are upon quite slI'.all numbers, do not appear to
be of any great significance. They are consist'lOt with the conclusion drawn
from Table 9 that married, wido'~ed and other people in the study did not differ
very much in the volume of help that was expected to be available at times of
bed disability •
The actual needs mentioned by those who reported them were varied. Of
the 70 separate unmet needs reported by respondents at the time of each inter-
view, exactly a quarter related to financial problems; 19% to needs connected
with household tasks; 111% to gardening needs; 11% to needs for tra11sport to
shops, post offices and GPs' surgeries; 9% to unmet needs for medical or
nursing care; 6% to the need for a telephone; a'ld 11% each to needs for
chiropody services, laundry assistance, home visitors and household aids.
Some, though by no means all, of these subjoctively felt needs migh't: have
affected the respondents' abilities to cope with illness or incapacity;
but as the case studies ha~ shown, it is difficult to predict what will
actually happen at times of crisis on the basis of respondents' subjective
feelings of what might happen. Nevertheless, the fact that, at some point
during the study, one in four of all respondents reported financial difficul-
ties, one in five reported unmet needs for household aids, and one in ten
reported unmet needs for transport to essential services, suggests the
existence of a reasonably sized pool of perceptual difficulties tha"t might
at least exacerbate other problems created by illness and dependency. In
order to examine this, the section concludes with some illustrative case-
studies of respondents who identified themselves as having a relatively low








Perceptions of help and support: some illustrative case studies
One such couple were 11r. and Mrs. Penfold. At the outset of the study
Mr. Penfold was 73 a""ld his wife was 76. They had been married for 45 years
and had lived for the past five years in a large Victorian terraced house
close to the centre of a small town. The house was warm and comfortable,
and somewhat cluttered and dusty. Mr. Penfold had worked as a motor
mechanic for thirty years before his retirement. The Penfolds had four
children: a son, living in Canada, and three daughters, one in New Zealand,
one in Essex and one some thirty miles away in another part of Kent. Contact
with the children was sparse: the daughter in Essex was seen about once a
year and the daughter in Kent visited about once a month; but Mr. Penfold
said later in the study that she was quite ill and not able to do anything
to help them. No other relatives were mentioned. The Penfolds felt them-
selves to be isolated from friends and neighbours. They had no friends
whom they visited, or who visited them, and they did not get on very well
with any of their neighbours. Hr. Penfold said at the first interview:
'They're neighbourly, that's all. Don't see much of them. They would
help if we went into them and asked them for a 'phone call or something'.
And he repeated at the final interview, 'they're not friendly, just neighbourly'.
Partly because of their isolation from relatives, friends and neighbours,
the Penfolds felt that there was little help or support available to them.
This is reflected in Mr. Penfold's answers to the question of how he would
manage if he had to stay in bed for a week. At the first inter"TieH he said:
'There's no-one here to look after me. Can't expect my wife to do it. The
neighbours don't come i.n and see. I'd have to call someone in from outside.'
At the second and fourth interviews he simply said that he had no idea at all
how he would manage; and at the final interview he said: 'I'd just have to
lay there. She can't help.' He said there Has no-one on whom they could
rely, either for day-ta-day help or when they Here not feeling too good, and
there was no-one who relied on~ for help >1ith day-to-day things.
Hr. Penfold's references to his wife's helplessness reflected her frailty.
At the first interview he said that she was suffering from sciatica and could
not go out on her own. As he put it, 'the least bit of wind blows her over.'
He said she also tended to suffer from hypotheI'lllia in the winter. As the
study progressed Mrs. Penfold's health seemed to worsen, and Mr. Penfold
spoke of her loss of memory, her slowness in movement, her tendency to sleep
for much of the day and, in the final intervieH, the almost total loss of her






















whether these were isolated symptoms or part of an underlying disease process.
His own health, too, was far from good. At the first interview he described
his health as 'poor', and at no time during the three years of the study did
he rate it as better than 'fair'. He regarded himself as handicapped by
arthritis, making it difficult for him to move about. He could get 'as far
as the paper shop, but that's all' • He reported difficulty with several
self-care tasks, including getting out of bed, having a bath, getting dressed,
doing up buttons and zips, putting on shoes, and shaving. He said in the
final interview that he had difficulty in gripping things, and kept dropping
them.
Because of the combination of their isolation and poor health, the
Penfolds felt that they had many unrnet needs for help. Mr. Penfold
described himself at the end of the survey as 'deserted, poor and bitter
against everyone'. Much of his feeling seemed to reflect the financial
situation in which they found themselves. At the third interview Mr. Penfold
said that they had asked for help with the electricity bill, but had been
turned down. At the next interview he identified the increased cost of
living as the biggest burden in their life. 'The pension's not going up to
allow for the increase. I don't think we're getting enough. No, I don't
think so.' Shortly after this interview, the Penfold's house had been
flooded when a nearby river burst its banks during a storm, and Mr. Penfold
spoke of this as a further calamity at the fifth interview. He said that he
had been to 'the welfare, the social security and the council' for compensation
for the food they had lost in the flood, and also for help with the electricity
bill. 'Last quarter it was £88, and we had to get more fuel because of damp
from the flooding.' He also said at this interviet~ that he thought his wife
should be classed as an invalid in order to qualify them for help. He said,
'I have to do everything in this house now, and you get tired out with all
that work.' The Penfolds had apparently been unable to secure the services
of a home help, and had appealed to a local councillor about it. Hr. Penfold
was still worried about this at the final interview, although his thoughts
seemed a little confused. He said that he didn't get any help because he
didn't know where to ask for it, but he thought it was wrong that they had
always been refused any help. He had also been trying to get an attendance
allowance for his tdfe, and was currently appealing against the decision not
to award it. He said: 'What's the good of asking? You don't get it. li
wanted help with the heating bills but was turned down ..•• The authorities






The Penfolds I story had many similarities with that of Mr. and Mrs. Trigg
(see page 44). Though not quite as old as the Triggs, NI'. and Mrs. Penfold
were nevertheless an elderly coupJ e heavily reliant upon each other and with
very little outside support from relatives, friends or neighbours. The
absence of any reported help at all from friends and neighboUI'S distin{luished
thtl Penfolds from many other respondents in the study, and there were other
elements in their situation that were also unusual. They ,.ere, for example,
among the few respondents who felt they I.ere not receiving help to which they
thou~ht they were entitled. ~fuether or not they were actually entitled is of
less inportance than the fact that their belief in their entitlement had been
neither corrected nor satisfied. One reason for this may have been the
sparse contact they had with any representatives of the statutory services.
Unlike the Triggs. for example, l'.r. and Nrs. Penfold had very few consultations
with their G.P. during the course of the study, arid they had no contact with
community nursing or social work services. They gave the impression of an
embittered, grumbling couple, struggling along almost totally unaided against
an uncaring and unsympathetic world. The fact that they were still maintain-
ing the struggle by the end of the study .las due in part to their avoidance of
any major episodes of illness causing incapacity or dep",ndency. Though
neither Mr. nOl' Mrs. P'Snfold was in good health, their symptoms were
predominantly those of chronic disease. They I-rere progressiVlO'ly disabling,
but did not appear to have caused an acute crisis. If such a crisis were to
occur, the Penfolds ' hold on their indepp.ndence might be seriously threatened •
Another couple who thought their resources Fere meagre were Mr. and Hrs.
Bryant, although as will be seen, their lack of informal support was to some
extent compensated by the continuing care they I'<lceived from the health and
social services. Mr. Bryant was 88 at the start of the study, and !trs.Bryant
.ras 75. They had been married for 35 years, and had been living in their
present home (a spacious, warm a.eld comfortable bungaloH) for 15 ymrs. They
had no children, and no relatives who vIsited th(~m. Mrs. Bryant mentioned an
invalid sister a'ld several niec""s and nephalis, but there was no con-~act between
them and they did not appear in the Bryants' story at all during the study.
Mrs. Bryant said they knew their neighbours well and got on with all of them,
but she didn't think they could do much to help. The Bryants .rere particu-
larly friendly with the neighbours next door, W:l0 seemed to do more for them
as their health declined throughout the study; but I,ll'S. Bryant nevertheless











about how she would IIBnage if she had to stay in bed for a week, Mrs. Bryant
said at the second inteI'view: 'I don' t knO\~. My husband can't look after
me.' And at the final inteI'vieH she said, in reply to the same question:
'Goodness knows. I ' d have to stay in hospital tIDtil I can come home and do
my own jobs.'
Neither Mr. nor 1-1I'S. Bryant was in good health. MI'. Bryant was
reported at the fiI'st inteI'view to be going blind, and he also had difficulty
walking. He was managing to do most of theiI' shopping at the beginning of
the study, but the distance of theiI' bungalow fI'om the centre of the tot-m
IIBde this difficult. At the second inteI'view /fJI'S. Bryant said that i1.i.s
health had got a lot WOI'se during the pI'eceding six months. I He can't lcok
after me now. lie 1 s not well enough to. He does, nothing fo!' me now.' At
the third interview she said that she had recently had to leave hospital
eaI'ly on the doctor's advice in order to lDok after her husband who was
failing to care for himself properly in her absence. Tne fourth interview
fotIDd Mr. Bryant recovering slowly from a heart attack, but shortly after
the fifth interview he died.
Throughout this time Mrs. Bryant was far from well herself. FI'om the
outset of the study she described her health as 'very poor'. Her hearing
was impaired, and her eyesight failing. She said at the first inter'liew
that she had cataracts on both eyes, and during the course of the study she
underwent two operations for their remo'la!. Neither operation had been
really successful, however, and by the fifth inteI'view both she and her
husband regarded themselves as almost blind. NI'S. Bryant was bitterly
disappointed that, having waited so long for the operations, they had
seemingly been of such little use. Mrs. Bryant had other health problems
as well. She spoke in rather vague terms about a blood disease that she
had had for several years for which she was taking a variety of drugs and
receiving monthly injections from the district nurse. She also said that
she had thyroid trouble, and bet1~een the first and secon:! intervie"s she
had been found to be diabetic. She became increasingly confused '''ith time,
and was complaining at the sixth intervieH of fleas behind her eyes. As
well as all of this, Mrs. Bryant suffered ccnsiderable physical disability,
although the cause l1as not clear. At the first interview she reported an
inability to move about independently out of doors, and by the final
interview she was housebound. She could move about inside the bungalo~I,
albeit with some difficulty, and at various times during the s'cudy sho
reported difficulties with such self-care tasks as getting out of hed, using




In spite of their perceptions about their lack of support, the Bryants
were receiving care and help from various sources. T-wo neighbours whom the
interviewer encountered on a visit to 141:'s. Bryant said that th"y kept an
eye on her, and by the end of the study one of them was doing her shopping
regularly. Throughout the entire duration of the study the Bryants' G.P.
visited them regularly once a month, and for much of its duration a district
nurse visited weekly to see how they were and to assist Mrs. Bryant with
bathing. For part of the time a home help came in for three days a week,
but Mrs. Bryant said that this was discontinued when the Council insisted on
charging them for this service at the highest rate because of their refusal
to disclose their income. She then became worried at her inability to do
much in the house, and at the total neglect into Hhich the garden had fallen.
By the end of the study she was anxious, but llomewhat resigned, about the
future. 'Everything worries you for the future. Can't think what is going
to happen or where you will end your days. I don't want to go in a home •••••
I carry on and do what I can. I now get more tired. Very, very tired.'
Several elements of Mr. and !irs. Bryant's story were similar to those of
other married respondents. Like the Triggs and the Penfolds , they were an
elderly couple in failing health, with progressive disabilities and few
sources of help apart from the statutory services. They were to a considerable
degree dependent upon each oth..!' for day-to-day support: !-Irs. Bryant left
hospital prematurely on one occasion in order to resume caring for her hushand,
and after Hr. Bryant died she felt herself to be without any support in the
community at all. However, their experiences suggest that Mrs. Bryant had
perhaps exaggerated their isolation and vulnerability, for throughout the
duration of the study they were enabled to continue living in their own home
with the help of their G.P., the distr;.ct nurse and (for certain periods)
their neighbours and a home help. In this respect they were distinguished
from Mr. and Mrs. Penfold, who felt that the social services had ser'led them
rather poorly. Yet it was clear that, by the -md of the study, Mrs. Bryant's
health and capacities had deteriorated to the point cohere her continued
independence was seriously threatened, especially following the death of her
husband. The study ended within a few months of Mrs. Bryant's widowhood,
and no information is available about her progress; but it seemed doubtful






The third case study to illustrate this section is that of Miss Impey.
Aged BD at the outset of the study, Miss Impey w<,-s a spinster, living alone
in a large, comfortable house within reasonable dist3nce of essential shops.
Before retiring she had worked as a buyer for a large department store, and
she had moved to her present house on retirement. Miss Impey had only one
relative with whom she was in regular contact, an elderly female cousin who
visited her about once a week. She talked about other cousins, some 01' ;thorn
were living nearby, but she saw almost nothing of them and throughout the
study she received no care or support from them. Hiss Impey said that she
knel~ her neighbours fairly well, particularly those next door; but she was
not sure at the outset of the study that they would help her in any way if
she was ill. 'I don't think they COUld. She has a husband who is not too
good. Not that she wouldn't be willing. He're just friendly. I won't say
I know them very tiel!.' Later in the study, when Hi.ss Impey :.as almost
housebound, the next-door neighbours were doing her shopping for her, and at
the fourth interview she identified them as the people on whom she relied most
for help with day-to-day things; but they do not appear to have been 11. major
source of help in the way that neighbours were to some other respondents in
the study. In addition to the nssistance of her neig.liliours, Miss Impey had
a home help in once a week throughout the duration of the stud)' (although she
said towards the '_md of the three years that she would have liked more help
with household tasks), and she was also receiving meals-on-wheels twice a
week. She was also going to an Age Concern club whenever transport could
be arranged.
Miss Impey felt that she could not command any substantial help if she
had to stay in bed for any length of time. At the first interview, in reply
to the question of how she would manage if illness or convalescence confined
her to bed for a week, sL.! said: 'I wouldn't manage. I' cl ha"'! to go in-to
a nursing home. ' The second interview produced an identical response, and at
the fourth interviel~ she <laid: 'If I had to stay in bed I couldn't cook.
There's the lady next door, but she has her husba.'1d Hith a stroke. Ho; I
don't think there is anyone.' In fact, ~iss Impey's prediction that she
would have to enter a nursing home was fulfilled before the study ended.
At the first interview, Miss Impey described her health as 'not too bad'
for her age. She said that she had high blood pressure and heart trouble,
for which she had received hospital treatment a few years earlier. She was
'taking a lot of pills' for these conditions, but she did not indicate any
particular incapacities caused by them. She h3.d no difficulty, for example,
in moving about either indoors or out-of-doors, and she was able to perform
75
the usual self-care tasks without any trouble. Thereafter, however, her
health seemed to deteriorate. At the second interview, in high SUll'olner,
Miss Impey described her health as only' fair I. She said that she felt very
cold, and the interviewer noted that the fire was on. She said: 'I get
a bit tired. Don't suppose there is anything wro.'g, I take lots of pills.
It's only old age.' She also mentioned at this interview that it was
becoming difficult for her to get into and out of the bath: 'I have one
when the home help is here so as I feel all right getting out. 1
By the third interview, niss Irnpey had slipped further into ill health.
She said that she was feeling her age and that her health had got worse
during the preceding six months. She mentioned particularly some stomach
pains she had been having, and for which she had visited an out-patient
clinic at the hospital. She also spoke for the first time about some trouble
with her ankles which had made it more difficult for her to get about out of
doors. Other activities were also mentioned that ~Iere causing more
difficulty than usual, including getting into and out of the bath, and doing
the shopping. Hiss Impey talked about the need for help with the garden.
and said that she was thinking of moving to a smaller house with lesf! garden.
~
The fourth interview found niss Impey in a very distressed state. The
stomach pains to !'Ihich she referred in the previous interview had been
diagnosed as colitis, and she was suffering considerably from it. The
experience seemed to affect her general outlook on life: as she put it,
'I seemed to have cracked up ... Everything is difficult now.' Various
activit:ies were reported as being more difficult than usual, including
using the toilet (which was located upstairs), bathing, shopping and doing
jobs in the house and garden. Miss Irnpey could not get out very much, and
by this time she 'o'Ias relyin8 on her neighbours for much of her shopping.
She said that she had friends with a car ~Iho would take her out, but as
she put it, 'I daren't. I don'tlmow if I'd be safe.' Because of her
worsening circumstances Miss Impey was talking seriously about moving to
a home. She had discussed with the district nurse and '1 social worker the
possibility of going into a local authority home, but she was doubtful
wh~ther she would like it, or whether she could cope there with colitis.
She thought she would be better off in a nursing home, but was worried about
the cost. She argU':'d that if she sold her house, she could not be certain




The fifth interview found 11iss Impey in a similar situation.


























was tmable to use the central heating now because of the difficulty of
carrying the solid fuel. She was still troubled by colitis, and she had
recently had a fall. 'I just went flop in thE! kitchen, over nothing. I By
this time Miss Impey was almost totally housebotmd and continued to assert
that most day-to-day jobs were causing her difficulties. Soon after this
interview, Miss Impsy, no,~ aged B3 moved to a private nursing home, where she
was when the intex-viewer called for the last time. She was in bed, and
seemed very weak and thin. She said she was ~lell looked after, but now felt
useless. 'I just stay in my room .•. I just lay here, that's all I do .••
I can't walk. Got a stick. I go do~mstairs once a day. They take me down,
but I get up by myself... I don 't get about. I don 't feel hungry. I Most
of the usual self-care tasks were difficult to perform, but the staff of the
home were continually on hand to help. In this sense, Miss Impey had no
further worries, although as she reTl'arked, 'I should think so. I pay enough.'
The study seems to have 'captu...-.ed I Miss Impey at an obvi.ously important
time. At the first interview she was in thE! same position 3S many other
single and Hidowed Homen in the study: in reasonably good health for her
age, and, with a little support from her neighbours and from the statutory
services, able to manage quite well on her own. That interview, however,
marked the beginning of a decline in her physical health and capacity, and
within three years she was housebomd and almost bedridden in a nursing home,
with a dwindling social identity and an appearance of psychological listless-
ness. Several factors seem to have combined to produce such a transition.
Her age was one such factor. Had !'he been ten years yomger the outcome
might have been different, but by the end of the study Miss Impsy was at an
age (B3) when an independent life in the commmity might be difficult under
any circumstances. The onset of chronic symptoms, particularly those
affecting her mobility and capacity fer self-care, was another factOr. The
sudden onset of colitis seems to have had an important catalytic effect in
crystallising her appreciati...n of what was happening, but her accounts suggest
that, eventually, her growing disability was the more important factor in
relinquishing her home. A third strand in the story seems to h,we been the
growing nel'!d tha": Miss Impey felt for help in the house and garden, which
nurture:! thoughts about the possibility of Ill0ving before her condition made
it necessary. It is possible that her rehearsals of the arguments in favour
of moving made it easier, or quicker, for her to act at the appropriate time.
Two other points may be noted about Hiss Impey's story. One is that
she had sufficient resources to buy a place in a private nursing home when
independent life in the community became impossible. Had those resources







expenditure) might have been different. The second point is that, once in
the nursing home, Miss Impey seemed to deteriorate quite rapidly in both
social and psychological ways. The rather pathetic accounts of her life in
the home contrasted quite sharply with the active and positive approach that
had sustained her in her o~m house until a reasonably advanced age. It
would be foolish to over-emphasise the causal link that might have existed
in this case, but Miss Impey's story is at least consistent with the
desirability of striving as far as pOFisible to support elderly people in their
own homes, and to :resort to residential care only when the people themselves






HEALTH, ILLNESS AND FWCTIONAL CAPACITY
The first section of this report set out a simple model of the
hospital admission process. identifying points in the process at which the
di:l'fering conditions and experiences of married and non-married people
might give rise to the large variations be~~een them in their hospital
admission rates and lengths of stay. One such point was the incidence and
prevalence in the community of those conditions of ill health that are
commonly treated in hospital. Put simply, non-marrioed people may enter
hospital more frequently, and stay longer, in part because they suffer from
more illness of the kind that usually results in in-patient care, ,or because
they are more likely to experience limitations in functional capacity that
affect their ability to look after themselves when ill. The evidence
supporting this hypothesis was revietled at some length in an earlier report
(Butler and Morgan, 1971+), and has bEen summarised above (see pages 3-6).
Data from many countri~s point with reJDal°kllble consistency towards higher
standardised death rates among the non-marrie,d for most major causes of
death, and moroidity-related data show similar variations betl~een marital
groups. The association between ill health and hospital use seems to be
particularly marked for widowed people, who consistently rank high both in
hospital utilisation rates and in the prevalence of acute, chronic and fatal
conditions.
With regard to physical handicap, the 1968-9 national survey of ~
handicapped and impaired people in Great Britain yielded data (set out in
Table A V'lll b) from which prevalence rates of handicaps can be constructed
for married, single and widowed men and women aged 65 and over living in
private househOlds (Harris, ~ al, 1971). The results are summarised in
Table 12. Among all categories of handicap, including those whose
ill"pairments presented no difficulty in taking care of themselves, the
prevalence rates per 1,000 population among men and women were lowest for
the single, next highest for the married and highest for the widowed
(including the divorced and legally separated). The magnitude of the range
was greater among men than women. A very similar pattern occurred when the
data were restricted to the more severe categories of handicap (1-6). Again,
the rates among both men and wOm!On were highest for the widowed and lowast
for the single, with the range being greater amonr: men than among women. For
example, the prevalence rate of handicaps in categories 1-6 among widowed
men was almost thl"!e times the rate among single men. whilst the pI"~valence
rate of widowed women was only tldce that of single women. Data collected






national picture (I~arren, 1974). Usbg the marital distribution of the 558
handicapped people over the age of 64 identified in the survey (Table 4.2),
the estimated prevalence rates of handicapped people per 1,000 population
aged 65-74 were 54 for the single, 57 for th" married and 92 for the ~ddowed
and divorced. Among those aged 75 and above, the estimated rates were 126
for the single, 169 for the married, and 195 fer the widowed and divorced.
In spite of certain discrepancies between the two studies, both reported
consistently hi~~ prevalence rates for widowed people and low rates for
single people, with the married sOTnel<here in between. Horeover, if the
definition of handicap in the canterbury survey is roughly equated wi.th
categories 1-6 of the national survey, it is seen that the actual prevalence
rates for each marital categorJ were consistent be~~een the two sets of data.
Against this background of available information, respondents in the
present study were asked a range of questions about their health and
functional capacities. T"ne main object of these questions 12S to trace any
variations existing bet11een people in different :narital status groups in their
perceptions of illness and functional capacity, and to relate these to the use
of medical care services. The exercise bristles I<ith difficulties. First,
there are familiar problems of validity and reliability. Do people actually
give clinically valid accounts of their ills in interview surveys, and are the
replies reliable in the sense that they would b'! substantially the same under
comparable interviewing conditions at different points in time? These
problems are discussed at length in the literature, and they occur in the
present study. The interviel~er often expressed her feeling that respondents
were withholding information, and, as documented later in this section,
apparent inconsistencies were observed over time in the replies to some of
the questions. Al though this study cannot claim to have surmounted these
difficulties, two distinctive features of it may go some wy towards mitigating
their worst effects. One featUl"3 is that several interviel:S were held with
the same person at different points in time. This means that excessive
reliance need not be placed upon replies to questions posed at one single
moment in time, althoug.~ the technique offers a better check on the
reliability of the reporting of chronic conditions a~d impairments than of
acute episodes or subjective perceptions of general health status,
Signific.ant variations over time in the reporting of stable, long-term
problems l~ould give much stronger grounds for suspecting th? reliability of
























respondents' general state of health. The second distinctive feature of the
methods used in this study is that, by analysing the material as case studies,
replies to several questions can be integrated into a composite picture mo~
readily than by other methods of analysis. For example, information about
each respondent's state of health can be constructed not only from direct
questions but also from indirect questions, such as the reasons for consulting
a doctor or taking drugs, and even from apparently quite unrelated questions
or casual discussion with the interviewer. In building up a picture of the
health status of respondents, reliance is not placed exclusively upon
information offered in response to on or two standard questions at a single
point in time .
A second area of difficulty concerns the conclusions that are drawn
between, on the one hand, marital status variations in self-reported chronic,
acute and disabling conditions, and on the other hand, marital status
variations in hospital utilisation. Questions such as those typically used
in population sur'.reys about the p:resence of long-standing illness or
infirmity, or about recent limitations in activities because of illness, are
likely to identify many conditions that would rarely result in hospital
treat1oont, even among those 'flith low levels of domiciliary support. If the
higher prevalence of self-reported morbidity among one particular marital
group is to be regarded as a causal factor in the higher rate of hospital use
among that group, additional explanations must be offered. \~hy is it that
groups of people who report high rates of overall morbidity in interview
surveys also experience high incidence rates of those particular conditions
that are usually selected for hospital care? In this context, the implica-
tions of the different prevalence rates of handicapping conditions between
marital groups aI"! of particular interest. What plausible hypothesis can be
advanced to link the high prevalence of handicapping conditions and the high
rate of hospital use amongst, say, elderly widowed people? One hypothesis
may be that the social factors involved in causing people to be handicapped
by their impairments are substa.~tially tto same as those that influence the
selection for hospital care. Another hypothesis may be that the biological
factors underlying the conditions "Ihich cause the handicap will also generate
other conditions requiring hospital CSI"J. The natural sequplae of the ageing
process constitute a common factor here. The common assumption between
these two hypotheses is that handicapped people are at greater risk of
entering hospital not because of their handicaps per ~, but because of other
circumstances (social and/or biological) that are productive both of



















A third hypothesis, which assumef: a more direct causal link between the
presence of a handicap and the risk of hospitalisation, is that the Imderlying
conditions giving rise to the handicap an, themselV2s more likely to be
selected for hospital treatment. This may be the case for many conditions,
including most obvio~sly arthritis, strokes, and cardiac and respiratory
diseases.
A third general area of difficulty concerns the relationship between
people in private households and those in various forms of institutional
residence. It is a problem that touches the study at many points. In
essence the problem is that, whilst the HIPE and HAA analyses ~lhich gave an
initial focus to the study include people entering hospital from both
private and institutional residences, most of the 'explanatory' material is
drawn from studias that are confined to people in private hcuseholds only.
The capacity to 'explain' the variations in hospital use revealed in HIPE and
HAA is impaired if attention is focused upon one part only of the pool of
potential patients. For example, an explanation that is couched in terms of
differences in the health and flmctional capacity of different marital groups
can scarcely ignore the possibility that people living in private households
may display different patterns of illness and dependency to those in
institutional residences; they may be less likely to suffer chronic illnesses
requiring regular nursing supervision or care, and they may be better able to
cope with day-to-day tasks of self-care. In fact, however, data from the
parallel hospital study suggests that the bias resulting from the exclusion
of people living ir. non-private households may be very small (Morgan, 1979) •
Such people constituted only about 2% or 3% of the cohort in that study, and
because many of them were residing in institutions with regular supervision
or nursing care, their dependency upon the acute hospital for general social
or nursing care was generally less than among those in private households.
A similar impression is conveyed by other studies (for example, Townsend and
Wedderburn, 1965) •
Health
With these reservations in mind, we turn to the data from the case studies.
Various questions were asked at each interview about each respondent's general
state of health. As an introduction to this section of questions, respondents
were asked how they would describe their health, and whether they felt their
health had changed in the preceding six months. In both cases, furt'1er



















Table 13 sets out the replies 6iven at the first interview to the
question whether respondents regarded their health as excellent, good, fair
or poor. No significancee<can be attached to the l!IE'aning of each response,
but the replies give a broad indication of the relative perceptions of
general health status held by different groups of respondents. No great
differences were evident among the marital status groups. About one-fifth
of respondents in each group described their health as excellent, about
two-fifths described it as good, and about two-fifths as fair or poor.
Slightly more favourable responses were given by single and divorced people:
69% of them described their health as excellent or good, compared with 57%
of the married and 50% of the Hidowed, but little significance can be attached
to this difference. The introduction of a rough control for age had no
effect on the distribution of responses.
The replies to a similar question in each subsequent interview showed
relatively little change in the distribution of responses. Those who
regarded their health as e,roellent diminished in number with the onset of
various health problems during the course of the study, but so too did the
number descrfring their health as poor. One reason for this was death, for
of the 18 respondents who described their health as poor at the first inter-
view, six had died before the comple"tion of the study. Taken as a whole,
the respondents' subjective descriptions of their health status throughout
the duration of the study offer no firm grounds for distinguishing between
the married, the widowed and the single or divorced .
At tt:e second and each subsequent interview, respondents were asked
whether they felt their general state of health had changed in the preceding
six months. The replies, which are set out in Table 14, are ro;>.stricted to
those who completed all six interviews, and they offer an uncOlI'.mon glimpse
of dynamic changes in the health perceptions of elderly people over time •
Two-fifths of those 1~ho were married at the outset of the study, one-third of
widowed respondents and exact'-y half of the single and divorced respondents
reported no changes at all in their self-perceived health status throughout
the three years of the study. This means that at each intervie\~ they said
that their general state of health had not changed at all in the preceding
six months. Between a quarter and a third of the respondents said at each
interview that their health had either stayed the same or got worse. Through
the duration of the study, therefore, these respondents felt an overall
decline in their health status. About a fifth of the respondents said at each
interview that their health had either stayed the same or improved. These are
the respondents who felt an overall amelioration in their health over the three
years of the study. The remaining respondents (including one in five of the
widowed people who stayed ill the study for its full course) reported both



















By taking the marital status of respondents at the outset of the study,
Table 14 fails to incorporate the changes in marital status occurring during
the course of the study. The effect, however, is fairly small, since those
who changed responded in similar ~lays to those who did not. For example,
of the seven married respondents who became widowed during the study, six
remained in the study for its full duration; and of these, three reported
no changes in their self-perceived health status, one reported a deterioration,
one reported an improvement, and one repor'ted both an improvement and a
deterioration.
As with the perceptions of health status, these replies on perceived
chan~s in health fail to discriminate in any marked way between respondents
in different marital status groups, even Idth a crude allowance for t21f'
differences in the age structure of each group. The next part of the analysis
therefore looks beyond the general appraisal of health towards the presence of
more specific illnesses and impairments.
Illness
The particular ills and ailments from ~hich the respondents were
sufferine; were elicited through a variety of questions. Some questions were
focused directly upon the respondents I illnesses a"ld di.sabilities; others
were less direct (such as the reasons for seeing a doctor or nurse, or for
taking regular medication), and these often yielded additional information.
In this section, all conditions and symptoms are grouped together, whatever
the context in which they were mentioned .
Tha severe limitations on the usefulness of this set of data Ilust be
emphasised. The symptoms and conditions mentioned in the interviews were
very nd.xed indeed, ranging from minor respiratory infections to major life-
threatlOning conditions such as cancer and potentiall)' disabling events such
as strokes and heart attacks. An attempt is made to group similar symptoms
and conditions together, but the impr<3cision of the replies allows no more
than a rough-and-ready classification, and doubtless contains a Hide variety
of conditions even within the same broad class. A second limitation is the
absence of any systematic measures of chronicity or severity. Given the
nature and purpose of the study it was not considered appropriate to use any
of the available schedules that elicit valid interview data about the prf'sence
and severity of specific conditions; but th? result is an obvious loss of
systematic control ov'!r the dimensions of severity or chronicity. In many
instances the replies to other questions ga'l·" some indication of the signifi-














as I I easily get short of breath I does not itself yield much information about
the causes or consequences of the symptom. A third difficulty in this set of
data is the absence of systematic measures of clinical validation. Many of
the conditions mentioned by the respondents were the diagnoses given to th",m
by their doctors, but a large number of symptoms and conditions had not been
referred for professional care, and therefore reflected the respondents 1 olm
attempts to interpret symptoms and to guess at diagnoses. Some respondents,
in reporting their ailments, appeared to h"ve unusual or incomplete views
about the structure and functioning of the human body. Because of the lack
of clinical validation, the grouping of symptoms and conditions cannot be very
precise; even the 18 principal groups of the RCGP' s morbidity classification
(1970-71) require informa'tion ubout the underlying causes of symptoms that was
not systematically present in the interview data. !l. final limitation in the
data on symptoms and conditions conc€~'ns the variations between respondents
in the length of their participation in the study. Of the 126 people Hho
were interviewed in the first round of the study, only BB completed all six
of the interviel~s, and 11 dropped out of the study after the first interview
(see page 21 ) • By virtue of this differential length of participation,
respond'-mts were at varying risk of reporting symptoms and conditions,
particularly short-term acute symptoms. This problem could be handled by
restricting the analysis to those respondents remaining in the, study for its
full duration (as in Table 14) or by c(liitrolling for the leng-th of time in the
stUdy (as in Tables 10 and 11); but in order to include the maximura amount of
data, and to avoid swjecting the data to analyses that are not ju.'ltified by
its quality, all respondents are inclUded, irrespective of the dtr·.:Ition of
their participation in the study.
Table 15 sets out the symptoms and conditions reported by all respondents
at any stage in the study. The age and r,arital criteria are those at the
outset of the study; the table therefore ma1<es no allowance ror the ageing
of the respondents during the course of the study or for the changes in
marital status that occurred to nine of them (see page 24). A separate
review of t'le seven married respondents who became widowed during the course
of the study showed that the majority of new symptoms reported by them
following their bereavements were in the category of 'mental symptoms I
(depression, insomnia), and this accounts in part for the relatively high
proportion of married respon~ents f;ho'~ in Table 15 with these particular
symptoms. Apart from this, the fai!~ of the Table to reflect changes in
marital status during the course of the study does not pose any significant
additional threat to the validity of the data. Symptoms that were reported










with two or IDOre different symptoms appear in the Table in two or IDOre of the
categories. For this reaso:! the cumulative percentages in the Table
exceed 100.
The data set out in Table 15 sugg~st that respot.dents tar ~ed to
concentrate on symptoms and conditions causing the most concern and trouble,
and to neglect the relatively mil'lOr complaints. There is some evidence that
symptoms and conditions were more likely to be mentioned if they had bad a
particular effect upon the respondent in the few weeks prior to the interview,
for example by causing more pain or discomfort than usual, or by imposing
partiCular limitations on what people could do. It is also probable that
some complaints (such as ~'I>continence) were too embarrassing or threatening
to be discussed even with a sympathetic interviewer who became something of
a friend during the course of several visits.
The most common conditions mention~d were arthritis and rheumatism.
Included in this category are responses that referred, by name. to any forms
of arthritis or rheumatism affectitlg any part of the body. In all, just over
a third of the 126 respondents at the outset of the study said at one or more
of the interviews that they suffered from these conditions, but the proportion
was higher among the wido~led than the married within each of the two broad age
groups. The next category, 'other and non-specific musculo-skeletal s:,'lIlptoms',
contains a mixture of responses, including lumbago, fibrositis, cramp, stiff-
ness, joir,t pains, backache, etc. Again, just over a third of all res....r,lents
mentioned symptoms of this kind at some point in the study, but there was no
consistent association with their marital status. The category 'heart and
circulation I includes those mentioning specific heart disorders (most commonly
angina) as well as high blood pressure, thrombosis, arterial sclerosis,
blackouts and giddiness. Exactly a third of all respondents mentioned such
complaints, and whilst the younger widowed respondents seemed more prone to
them than the younger married peo?le, no differences were apparent at the
higher ages •
Among the reporting of respiratoI'"j' symptoms and conditions, bronchitis
has been separated out in the Table because of the specificity and relative
frequency with which it was reported. Just over a tenth of respondents
said they had bronchitis, usually :L. a chronic form, and it was mentioned
IDOst frequently by younger malTied people. 'Other respiratory' com?laints
included minor acute episodes (coughs, colds and influenza) and also such
Complaints as sinusitis and asthma. There was a notably higher proportion












either married or single/divorced people. The category of 'mental' symptoms
or conditions included such complaints as depression, nerves, memory failure,
irritability and chronic insomnia. S::.ngle and divorced re'3pondents were
most prominent in reporting these complaints, and widowed people were the
least likely to mention them.
The remaining categories of symptoms or conditions in Table 15 were each
reported by no more than about 10% of all respondents, and most of them fail
to show any large variations between those in each marital group. Older
married respondents were particularly prone to reporting visual problems, and
widowed respondents seemed to have more digestive problems (including such
complaints as diverticulitis and colitis) than the others. Apart from
these, no clear conclusions may be drawn about the variations in the
reporting of symptoms by married, widowed and other respondents.
These data on self-reported illnesses offer some support for the
widespread finding of a greater amotmt of morbidity among non-married people
(particularly ~Tidowed people) -than those Hho are married. A number of
groups of symptoms or conditions that were common in the study population
~ reported more frequently by the widowed tha.'1 the married, including
rheumatism and arthritis, other musculoskeletal disorders (among younger
respondents), heart and circulatory problems (among younger respondents),
respiratory conditions other than bronchitis, and digestive disorders.
In contrast, some of the groups \~ere mentioned more frequently by married
respondents: these included other musculoskeletal disorders (arrlOng older
respondents), bronchitis (among younger respondents) a'1d sight difficulties
(among older respondents). Several symptoms and conditions revealed no
significant differences in view of the small numbers involved. The
conClusion that widowed respondents suffered more illness than the married
respondents is reinforce.. by the fact that rather more widowed than married
people dropped out of the study before its completion (page 24 ); the data
in Table 15 may therefore underestimate the excess reporting of symptoms and
conditions by the widowed. Modifying the confidence of this conClusion,
however, is the hetercgeneity of the symptoms and their severity, and the
consequent difficulty of t~anslating tllem into single impressionistic measures
of health status •
Functional capaci ty
Two principal sets of questions were asked about the functional
capacity of the people in the study. The first set of questions concerned























respondents were asked whether they had any difficulty getting about out-of-
doors and indoors. If a positive reply was rec-eived, respondents were
further aeked whether they could get about at all out-of-doors and indoors,
albeit with difficulty.
Table 16 sets out the initial responses given at the first interview.
The results suggest that age is more closely related to mobility potential
than is marital status. Among respondents under the age of 75, at least
80% of the married and widowed had no difficulty out-of-doors and at least
90% had no difficulty indoors. Only one of these respondents (a married
woman of 70) was totally housebound. The single and divorced respondents
under the age of 75 were very similar to the married and widowed in their
capacity for movement indoors, but fewer of them (only 58%) reported no
difficulty indoors. As would be expected, a lower proportion of respondents
aged 75 and over had no difficulty moving about both indoors and out-of-doors.
Fewer than two-thirds of the married and vddowed respondents had no difficulty
out-of-doors, and 71% of the married and 85% of the widowed had no difficulty
indoors. There is a hint in these reports that, unlike the young~r
respondents, the older married respondents experi-enced slightly more diffi-
Culties tha~ their widowed counterparts. The single and divorced respondents
over 75 were very small in number (only foud, but none reported any diffi-
culties with mobility.
Respondents changed in their reported mobility capacity through the
course of the stUdy. Of the 126 respondents interviewed at the outset of
the study. 88 (70%) reported the same degree of mobility out-of-doors at each
interview in which they participated, and 109 (85%) Nported the same degree
of mobHity indOors (Table 17). As viith the reported mobility at the outset
of the study, the results in this 'fable are more influenced by age than by
marital status. lImong respondents under the age of 75 at the outset of the
study. three-quarteX'S of the married and widol<ed had no difficulty throughout
the study in moving out-of-doors and four-fiftllS of them had no difficulty
indoors. The single and divorced respondents ur.der the age of 75, though
few in nUIl'ber, differed from their married and widowed counterparts, for
rather fewer of them had no difficulty at all and rather more of them ch~ged
their self-as~essments during the course of the study. These differences
were particularly marked with respect to mobility out-of-doors.
Above the age of 75, t!le proportions of respondents reporti.'1g no
mobility difficulties at all declined among the married and widowed, but not
among the single and divorced. Only one-third of married and widowed











difficulty moving out-0f-doors, and only two-thirds cf them reported no
difficulty moving indoors. Conversely, relativ"ly more of the older than
the younger respondents had difficulties,or were innnobile, or changed their
self-assessments during the study. The single and divorced respondents over
75, though only four in number, were rather more likely than their married and
divorced counterparts to report no difficulties, either out-of-doors or indoors,
for their duration in the study.
The respondents who gave different assessments of their mobility at
different interviews are an interesting group. Thir"t'J-eight people gave
different as:;;essments of their mobility out-of-doors and 17 people (almost
all of whom were also among the 38) gave different assessments of their
mobility indoors. 11arried respondents were the least likely to give different
responses, and single or divorced respondents were the most likely. About
half of these respondents reported a regular decline in their mobility capacity
as the study progressed: that is, about one in six of all the respondents at
the beginning of the study felt by the time they completed their last interview
that they had~ difficulty moving about indoors or out-of-doors. Of the
remaining half of people who gave different assessments, only five reported
a consistent improvement in their mobility: the rest (amounting to one in
seven of all respondents at the outset of the study) gave fluctuating accounts
from one interview to the next. Such fluctuations are not necessarily
evidence of unreliable reporting. 110st of them related to people's mobility
out-of-doors, and it is perfectly possible for this to be affected from one
interview to the next by changes in health status, weather conditions, and so
on. Nevertheless, it I~ould have been a matter of suspicion if large numbers
of respondents had offered substantially varying accounts of their mobility
potential, and confidence in the data is enhanced by the apparently good
consistency in the replies over a lengthy pePiod of tim8.
The second set of questions about functional capacity concerned the
difficulties experienced by the respondents in carrying out ordinary, everyday
tasks of self-care. These questions were asked at the first and sixth
interviews. Nine tasks were listed, and in each case the respondent vIas
asked whether he or she had any difficulty in performing that task. For each
positive response, the respondent was then asked whether he or she could do
the task unaided, albeit with difficulty. A negative reply at this point
produced a further question about the person or people who usually gave help
with the task. The questions were constructed and administered in the exact
manner suggested by Harris and Head (1971) and used in the Canterbury surveys




























The replies given to this set of questions at the first interview are
set out in Table 18. There are close similarities bet~een these replies and
the replies to the earlier questions about mobHity potential (Table 16).
Among respondents under the age of 75 at the beginning of the survey, exactly
four-fifths of the married and the widolled and two-thirds of the single and
divorced reported no difficulties with any of the nine tasks. About one in
seven respondents in each marital category reported difficulty ,·fith one of the
tasks, and the small number of remaining respondents said they had difficulty
with two or more tasks. At the age of 75 and O'Ter, these proportions changed •
Only about half of the married and widowed respondents aged 75 or over had
difficulty with none of the tasks, and between a quarter and a third had
difficulty with cne task. It appears, therefore, that as with the self-
assessments of mobility, age is a more important factor than marital status
in influer.cing the reported capacity for self-care. Yet the difference between
those who were over and under the age of 75 was principally the difference
between those who had difficulty wi~h none of the tasks and those who had
difficulty with just one, for in both age groups it was only a handful of
respondents who said they had difficulty with two or more tasks .
Comparisons between these replies and those given to identical questions
in the original Canterbury survey of the handicapped cannot strictly be made,
for the latter was confined to people already identified as impaired through a
screening questionnaire; but there are nevertheless similarities betl-reen the
two sets of data. As in the present study, for example, the canterbury survey
found a reduction (more marked among men than Nomen) over the age of 75 in the
proportion of people who had difficulty with none of the nine tasks, and it
likewise fomd that in both age groups a similarly small proportion had
difficulty with two or more tasks. Also paralleling the present study, the
Canterbury survey fomd no marked differences beween married and widowed
respondents in each age group. For example, an identical proportion (59%) of
both married and widowed respondents mder the age of 75 reported no
difficulties at all, and 58% of the single respondents answered in this way.
Of those aged 75 and over, the proportions reporting no difficulties were
48%, 49% and 51% respectively among the married widowed and single.
The individual task which caused the most difficulty to respondents at
the first survey was that of having an all-over Nash or bath: 15% of all
respondents said at the outset of the study that they ei1:her could not do this
at all, or could do it only Nith difficulty. The proportion of respondents
mable to do the remaining tasks, or able to do them only with difficulty, were:

























doing up buttons and zips (n); getting to or using the lavatory (3%);
combing or brushing hair (women) or shaving (men) (3%); dressing (3%); and
feeding (1%). Again, there are sinilarities b""tween these results and those
obtained from the original Ca.'lterbury survey of the ha.'ldicapped. As ;loulq
be expected the actual proportions of people over 55 reporting difficulty
with each task were higher in the survey of the handicapped than in the
present study, but the ranking of the tasks was very similar in both
investigations. In each case, bathing was the single most difficult task,
follol1ed by putting on shoes, getting into and out of bed, a'ld doing up
buttons and zips. As with other parts of the data, the close similarity
with comparable studies reinforces confidence in its soundness notwithstan-
ding the fairly small number of people in'lOlved.
A small number of respondents altered their reported capacity for
self-care between the first and the sixth intervieHs. Table 19 sets out the
relevant information. It is restricted to the 91 respondents who were
successfully interviewed in both the first and final interviews~ the numbers
do not therefore exactly match those in Table 14, which was restricted to
respondents participating in all the :'.nterviews. The table shoHs for each
activity the percentage of respondents reporting no diffiCUlty at each
interview, the percentago'!s reporting either more or less difficulty at the
sixth than at the first interview, and the percentage reporting the same
amount of difficulty at each interview .
At least nine of every ten people reported no difficulty at each
intervie'1 with five of the tasks (using the W.C., ;Iashing, dr-"lssing, feeding,
and attending to the hair or shaving). At least eight out of every ten
people reported no difficulty at each intervie;r Hith a further three tasks
(getting into or out of bed, putting on shoes, and doing up buttons and zips).
One activity (bathing) cOUkd be done without difficulty at each interview
by three-quarters of respondents. These results correctly '.mphasise the
continuing capacity for self-care throughout the three years of the study by
a large majority of the respondents, yet a small proportien of respondents
did rel'ort some changes. In most cases the proportion reporting an increased
difficulty was more or less offset i:Jy the proportion reporting a reduced
difficulty, but two activities (bathing and feeding) each appeared to present
more difficulties to almost one in tEn of all the respondents.
Again, there are similarities between these results and those from the
Canterbury follow-up survey of handicapped people (Warren, et aI, 1979).
















with each task at each of the two interviews were lower in that survey than in
the present study, but, as in the present study, a similar propol>tion of people
reported both more and less difficulty for many of the tasks, and ba":hing Nas
the activity showing the greatest amount of 'deterioration'.
Some illustrative case studies
This section concludes with case studies of five respondents who
experienced particularly severe or prolonged problems of ill-health and
incapacity.
Mrs. Ludlow's case is interesting because at the outset of the study she
was prepari.'1g for a new phase of independence. Mrs. Ludlow was 75 at the
beginning of the study. She had been widowed since 1964 after 46 years of
marriage. Her husband had been a local government officer. At the first
interview, Mrs. LOOlow had been living for nine months uith her married
daughter (aged 56), her son-in-law (60) and their daughter (25). She was
happy in her daughter's horne, but she was hoping shortly to move to her own
flat in a warden-assisted block. As she put i.t, she was 'longing for her own
front-door key'. The move \las actually lTh3.de between the first and second
intervie1is, and Mrs. Ludlow said at the second interview that she \1aS very
happy in her neH accommodation. It vTas located about mid-way betweel1 her
daughter's home and the home of one of her sistel'S, and she saw !!cth of them
frequently. She still had a room at her daughter's house, and went there
frequently. She said at the second interview: 'I feel better tU1ning my own
key. I wanted to be on my own. It's only fair to the young ones.' As
well as her daughter, Mrs. Ludlow had a married son of 53 living i..Tl Bedfordshire;
she saw him about every other month. She also had siblings living nearby: two
sisters (aged 72 and SS) livi.'1g in the same t01VD as Mrs. LudloH, a third sister
(aged 79) living some 15 mil"s away, and a brother (67) living in the next
village. The two closest disters were each seen several times a Vleek,
although the elder of the DiO was not in good he~lth. Her other sister and
brother were seen about four or five times a year .
Mrs. Ludlow described her health as the first intervieH as 'poor' •
Shortly before the interview she had been in hospital for 7~ weeks with a
fractured femur. She said that she was suffering from hardening arteries in
her head, two thromboses in her right leg (for which she was ·~n anti-coagulant
therapy), and cataracts. She was regularlY visiting out-patient clinics for
these complaints. Mrs. Ludlow said at this interview that she found it
difficult to get about out of doors, although she could manag" by herself.


















frightened of anotheI' fall.' HoweveI', 1·1I's. Ludlow :repoI'ted no difficulty with
any self-care tasks. She said at that interview that it »ould be no problem
if she had to stay in bed: 'I'd manage alI'igh<; h",r'~.' She did feel, howeveI',
that she would need extre help <l.fter she had moved to her new flat.
The move had taken place by the time of the second inteI'View, and
MI's. LUdlow was happy and contented. She now descI'ibed her health as 'fail",
and felt that it had impI'oved somewhat in the inteI'vening six months. She
reported no difficulties in mobility, but she >las still tI'Oubled by heI' leg.
She had seen heI' doctoI' about it. 'The leg ,·rent funny. I'd had t>lO thI'orr-
boses •.• a frectUI'ed hip, then anotheI' thI'ombosis. Now and again I get this
teI'I'ible pain. The leg's been bad like this foI' months.' I-Irs. Ludlow also
confirmed heI' trouble with hal:'dening aI'teries in her head and cataracts. How
would she ma"lage now if she had to stay in bed through illness? 'I wouldn't •
I'd go round to my daughter's.' The thiI'd intervie>l, afteI' a furthe~ six
months, found Mrs. Ludlow in good spiI'its. She was delighted ...ith her flat,
and had plenty of visitoI's. During the COUI'se of the interviel·rer's visit heI'
daughteI', sisteI', GP and haiI'dresseI' all called 5.n. She felt she was getting
better. although she >!as still visiting several doctoI's in out-patient Clinics
foI' he!' vaI'ious conditions. She had cut hET leg shoI'tly befoI'e the intel:'View.
which a nurse I.as coming in to dress, and this had ClI'evented l·lrs. Ludlow from
bathing; but othel:'Wise she repoI'ted no increased difficulty in looking afteI'
hel'Self .
At the fourth inteI'view, two years afteI' tce initial contact, Mrs. Ludlow
was less buoyant. She felt heI' health was not too good again, and was
worsening. She '"as in such pain in her leg (I'esulting from a breakdown of the
fracture repaiI' caI'I'ied out two-and-a-half y~a~s earlier) tlmt she had decided
to have a furtheI' oper>ation on the hip. and she was now on the >laiting list fCl:'
it. Mrs. Ludlow also repol·ted a blood condition which caused bleeding 'at the
slightest bang'. She thOUght it may have been due to the steroids she was
taking. SeveI'al self-care tasks weI'e I'epoI'ted by Mrs. Ludlow to have become
more difficult during the previous six months, including using the toilet,
washing all oveI', shopping, and looking afteI' her feet. She said that she would
would have to go to the chiI'opody clinic in the future. Mrs. LudloloT now
found it difficult to get about both out-of-doors and indooI's (she described
the latteI' as a 'stI'uggle'), and she could not get onto a chair OI' to the
floor to do hel:' housework. Hl'S. Ludlow was. howeveI', I.ell supported by heI'
daughter and particularly now by her youngest sisteI', who lived opposite and
came in each day afteI' finishing 'TOI'k. Indeed, Hrs. Ludlow now said that








bed. The sister would like her to go there after her forthcoming operation,
but I1rs. Ludlow felt she would be alright in her own flat with her family and
neighbours to help. She said, 'You live from day to day.'
Mrs. Ludlow's health deteriorated further following the fourth interview.
At the fifth interview she was unhappy at getting older and cescribed her
health as 'not too good. I keep feeling so poorly'. ,he was suffering
considerable pain from the arthritis that had set in to her hip, and this
made it increasingly difficult for her to get about. She was still waiting
for a further operation on the hip, but she felt that her blood condition
made it risky, and she was not sure that she ',:culd actually have it.
The final interview found I1rs. Ludlow, now 77, very disabled and unhappy.
She was quite unable to move out of doors by herself, and although she had the
opportunity of occasional car rides, she found ita struggle even to get into
and out of the car. She could not bath hers'!lf and she had difficulty in
doing most household tasks and some self-care tasks. Mrs. Ludlow said that
she had developed an ulcer on her leg, which Has d..."'essed regularly by a
visiting nurse, and the.t she Has soon to have an X-ray for a suspected cracked
rib. She reiterated the list of chronic complaints from which she Has
suffering, and added that she had recently experienced heart palpitations.
She was still a regular visitor to the out-patient department for temporal
arteritis and cataracts. She was taking regular medication for her head,
heart and leg. Summing up at the conclusion of the study, Mrs. Ludlow said:
'This is a way of life I nev£.r expected. Life's hard. I thought when I
got this little flat that I'd be able to trot to town and do this and that,
but no, it's not like that at all.'
Mrs. Ludlow was, in many ways, a person at high risk of becoming
dependent upon institutiondl care. An elderly wido,"" living alone, with
progressive disabilities a~d multiple chronic and acute conditions, she
probably fitted closely to the stereotype that is conjured up by the statisti-
cal data on the relationship between marital status and hospitalisation. In
fact she did not enter institutional care at all during the three years of
the study, although she had been in hospital for se'Teral Heeks shortly before
the beginning of the study and she was on th", waiting list for a further
operation by the end of it. Several factors seem to have played a part in
helping her. First, Mrs. Ludlow was very well s upporte d by her family. Her
daughter seems to have been a source of constant practical support, and her
sister also provided many valuable services. Second, Hrs. Ludlow had



















long as possible. Even at the end of the study Mros. Ludlow was anxious to stay
where she ,,,as, but her confidence to do so was bolstered by the availability
of the warden at times of crisis and by the knol"ledge of a room in her
daughter's house if her capacity for L~dependence finally collapsed. Third,
11rs. Ludlow received valuable help from the statutory and voluntary services.
By the end of the study she was having regular visits from her GP and a
district nurse, from a chiropodist and from Age Concern. She had also had
various aids and appliances from the social services department that enabl"d
her to cope reasonably well indoors by herself. Without this array of
domiciliary help Mrs. Ludlow's capacity for independent living may have been
stretched to the point of breaJ<1ng.
11rs. Stokes was 70 at the outset of the study and her husb~~d 1"as 74.
They had been married for 40 years. 11r. Stokes had spent most of his
working life as a cowman, but had been made redundant when the farm was sold
for a housing development. He had since ~Iorked as an odd-job g3.rdener.
Mros. Stokes described him as 'one of the toughest men going', although the
interviewer described his appearance as that of a 'cadaver'. She, herself,
was a friendly woman, but felt lonely. At the time of the first interview
Mr. and Mrs. Stokes were living in the caravan they had occupied since
leaving the farm. The interviewer described it as neat, comfOrtable and
warm, but MI'S. Stokes said that her doctor had advised them to leave, and in
any case they wanted a larger home for when their children visited. They
were waiting for a council flat. The Stokes' had six children: a son of
48 in Australia, a daughter of 46 in the neighbouring tOlm, a son of 41 in
another part of the county. a daughter of 39 all<l a son of 35 in Sussex, and
a son of 31 working in El.:','ope. AJ.l except the youngest son were married
with families of their own. Hr. and Hrs. Stokes saw their elder <laughter
once a month on average; the others, with the exception of the son in
Australia, were seen between one and four times a year. At the time of the
first interview they had recently visite<l Australia with a view to emigrating
there. They reported no other relatives with ,,,hom they were in contact.
Mrs. Stokes reported her he.alth at the first interview as 'poor'. In
February, ten months before the interview, she had had bronchitis 'pretty
badly, and I can't get over it.' In the following months she had
collapsed with a mild heart attack on a bus on her way to one of her sons •
and she had spent three days in hospit~l. She ha<l also recently fallen














outpatient treatment. She complained of headaches as a result of the accident.
She saw her doctor regularly for a check on her blood pressure and to collect
tablets for that and her chest. She had arthritis in her spine. Hrs. Stokes
said at this first interview that she never went out of doors by herself.
'I am scared of it. It seems to be fear, especially since that fall. I go
out once a week shopping. I If illness confined her to bed, Hrs. Stokes said,
her husband would look after her. 'Hhen I was very ill in February my
husband went to phone to the lady at the corner, so she came in, not to work
but just to see.' Of her neighbours Hrs. Stokes said: 'I don t t think I am
well-liked because I don't gossip. Young pa.rty next door \1ould do anything
for us. That lady who we use the phone from, if we wanted any help she has
my daughter's phone number. Trouble is she is a gossip. Lady over there is
older than what I am. She is a w5.dow, she couloo I t help. I don't have a
lot to do with them. I
Bet~leen the first and second interviews 11r. and l1rs. Stokes moved to
their Council flat, but they were unhappy there. They had expected a
comlmmity of pensioners only, but found a mixed age group with a large number
of troublesome children. 'We don I t have a11Y privacy. The children are like
wild animals. When you're standing in the kitchen they swear at you and spit
at the window. Six or seven-year olds. They use the verandah as a toilet. '
~J'. Stokes ~,'as unhappy without a garden, and they both hated the gas-fire in
the flat. 'I turned it off when lie first carre. It nearly chOKed us. He
want a coal fire.' Mrs. Stokes found the flat too isolated; she didn't
know her new neighbours and wouldn't ask them for help. ' It t S awkward in
the flats. They're all out of work. Only me here in the day time.' She
felt tied to the flat: I I must never go out alone, the doctor said. If it
was the countr,· I could go, but amongSt cro~7ds I am finished.' Transport
was difficult: 'There are no buses. ! go once a fortnight to shop and have
taxi back.'
At the third, fourth and fifth interviews Mrs. Stokes continued to
corrplain about the flat. She was still very unhappy, and had asked the
Council seyeral times for a transfer to a sm,;;.ller one. 'There are two rooms
empty, it's too big for us.' Neighbouring children were still a nuisance
to them, shouting abusive things from the garden. The Stokes' now kept
their curtai!lS dralffi and pretended they were out. Hrs. Stokes was lonely;
she said they would return to a rented caravaTJ if the transfer to another
flat did not happen soon. At the third interview, Hrs. Stokes specifically
linked her dislike of the flat with Hhat she regarded as her worsening


















have the gas on too strong for us.' Sh~ said that things had been particu-
larly bad in the previous couple of months: i<: was an effort to get about
and her legs were bad in the mornings. At the fourth interview Hrs. Stokes
again said that her health had deteriorated. She was still troubled by
blood pressure and a fear of crowds, and 2!1e had also recently had eczema on
her legs. Sh" was finding it increasingly difficult to bath and manage the
shopping. She managed the cooking and dusting in the house, but Hr. Stokes
did all the floor-level work. \,hen Mrs. Stokes had to stay in bed with 'flu,
her husband rang their daughter 'to get her to bring in fOOd'. At the fifth
interview ~Ws. Stokes talked in non-specific terms about two family shocks
they had recently experienced and that had 'put the kibosh on one or two
things'. As a result of this, Hrs. StoKes ,.,ras'down in the durr9s' a::.d having
difficulty sleeping. At this interview, too, llrs. Stokes .eported further
difficulties in getting into and out of the bath, a..d ~la1king about .
'Jy the fwal interview, Mrs. Stokes, nolV aged 72, was less upset than she
had been about the neighbourhood, though she said they ~Iere still hoping to
move and had had a visit from the housing department. Her hE'alth was worse
than at the previous interview. and in addition to her regular complaints
she also mentioned thllt her right arm Has 'going funny', making it difficult
for her to tVrite and knit. She lVas seeing her GP regularly for checks on
her blood pressure and was ta.kin~ regular medication for H. Hrs. Stokes
was still dependent upon h"r husband for day-to-day care and fOl' ca!'E! at
times of illness. If illness confined her to bed, she said, 'Pop would
manage, same as before. ' At this final interview, Hrs. Stokes see~d
rather more philosophical about her position. 'I don't let things worry me
like they used to. Decided not to >lorry about anything. Only worry is
that I fall dolVD and collapse in the street. I'm nor.:: afraid of dying at
all, as long as I can be ('"""mated. I just want to cUe as quietly as I have
lived. '
The period of Mrs. Stokes' participation in the study was, plainly
one of considerable upheaVal. The initial move from the caravan to the
flat, the growing dissatiSfaction with and exclusion from the neighbourhood,
and the attempts to obtain a transfer to another dwelling were all events
that might cause disruption and concern to anyone of her age, but their
impact may have been heightened in the case of Mrs. Stokes who even before
the move had experienced a mild heart attack and had a fear of mixing with
people. In one of the interviews she specifically attributed her wcrsening
health to her dislike of the flat and the neighbou'l:'hoo,i. HOlVever, in s!,ite












Mrs. Stokes did not give the same impression as many other respondents in the
study of being close to the margin of her capacity. She certainly had a
variety of health problems, but she seemed able to cope l>atisfactorily with
the help of her husband and daughter, and she rarely mentioned any additional
help that she would like to have. By the end of the stud)' Mrs. Stokes
seemed to have reached a balanced view of Ler situation (in spite of reporting
further ne~1 symptoms), and was facing the future with equanimity .
Mrs. Love was also in a similar position by the end ",f the study. At
the beginning, however, she had been highly suspicious of the interviewer.
Aged 58, Mrs. Love had been l-1idowed ten years earlier, and was living with
Mr. Love as his common-law wife. She l>.ad not marri"'d him, as his legal wife
reacted violently to the idea of a divorce, and they had not pressed her.
But Mrs. Love l~orried about her status. I,ll'. Love, a retired seaman, ~,as 58.
He described himself as ve:ry fit, although Hrs. Love said at the first
interview that he had a suspected stomach ulcer (though he had never seen a
doctor about it), and at the second intervie~l that he had just been found to
have diabetes. He had one son by his marriage, a married man of 45 living
with his family in Essex. The Loves saw him once or twice a year, but as
•
MZ's. Love explained, he wouldn't help her because he still had his own mother
to wor:ry about. Mrs. Love had two daughters from her own marriage. The
elder, aged 44, was married with two children and lived in London. She and
her husband ran a pub, which took up much of her time. The younger daughter
had 'just dropped dead three years earlier.' Hrs. Love said: 'That broke me.
I lost my confidence.' She attributed many of her troubles and worries to
that event. Hrs. Love mentior;ed severel relatives with whom she ~las in
contact: a married brother of 54 living in the same town; a )'ounger married
brother in London; a sister and brother-in -law, both in their fifties, in
London; and a grandson and grand-daughter in their brenties living in another
part of Kent. All of these relatives lrer., seen several times a year, but
Mrs. Love never mentioned any of them as possible sources of help at times
of illness: she said she would have to rely exclusively upon her husband.
At the first interview Hrs. Love said that she was 'not too friendly' with
her neighbours and did not think they would help, but by the sixth interview
she appeared to have changed her mind, claiming that she got on "":ry l~ell
with all of them, and that there l~ere several she could call upon for help if





















Mrs. Love described her health at the first interview as •fair' . She
reported sufferi!lg from angina, arthritis, rheumatism in the hands, a'1d high
blood pressure. She was taking sleeping tablets. At the seccnd intervie;"
Mrs. Love expressed positive concern about her health. In addition to the
complaints reported at the earlier intervie;, she said that she suffered from
giddiness and some exhaustion. Th.}se .,ere linked in her mind with her worry
about her daughter's sudden death. But she hadn't consulted her doctor since
the first interview. 'I don't go to doctors. By husband says I'm silly,
but if you think it serious enough you should go. ' Mrs. Love did sey,
however, that she had an appointment with her doctor for a check-up on the
following day. Her husband had eventually persuaded her to go because of
the increasing difficulty she had in walking, caused by her aching legs •
The third interview revealed that the visit had proved to be important.
In exalllJ.llmg Hrs. Lo'le, the doctor had noticed her 'distended tununy', and a
diagnosis of fibroids was eventually made. According to Hrs. Love, the
doctor had been ;very annoyed' with her for not coming earlier. He held,
she said, been 'rather open' with her: he decided not to send her for an
operation because there Has no blseding, but he hadll't been very optimistic
'he said he hoped I wouldn't land up in a wheelchair. ' The diagnosis and
symptoms Here of considerable signif:l.cance to Hrs. Love; she said that her
whole way of life had altered, and that she could no longer enjoy herself
going out to friends, or to walk, or even to shop. She was depressed with
herself and felt things were getting Horse. She found it increasingly
difficult to get about out of ~oors because of osteoarthritis in her legs, and
more difficult to movp. around indoors. 'Getting up off chairs are difficult .
I have to straighten slowly.' During the preceding six months r~s. Love had
found it more difficult tha.'1 usual getting into and out of bed, getting to the
toilet, dressing, Shopping ('it kills me'), and doing jobs around the house .
The fourth interview found Mrs. Love more depressed than before. The
doctor had said that the fibroids had 'gone too far to operate', but 11rs. Love
thought they were growing bigger and she Has increasingly conscious of - and
worried by - the size of her stomach. 'My big tununy really worries me.
I've read in the paper about faith healers; I'm thinking of that. ' Hrs. Love
had been visiting an osteopath, and had got r·elief from the osteoarthritis in
her legs, but nevertheless, 'I don't go out like I used to. I used to like to
go out a lot, but nOH I'm too tir~d to want to.' Between the third and
fourth intervie..'S i1rs. Love had been :referred to an outpatient clinic for a
bariurn meal and X-ray, the :result of which had been a diagnosis of divericu-






















for years.' It was to this that she attributed wind and loss of appetite •
Several things had become more difficult for her during the previous six
months: getting into and out of bed, getting to the toilet, bathing, eating,
shopping and doing household jobs. But Hrs. Love was still well supported
by her husband. 'He wouldn't leave me; do anything for me.'
Soon after this interview, Mrs. Love had had a further diagnostic
examination under general anaesthetic, and a diagnosis had been made,
according to Mrs. Love, of a perfol ated bowel. She said she had been told
that this was the cause of her enlarged stomach, and although she was
disappointed that nothing could be done about it, she seemed to have accepted
the situation. She said, 'I had an exploratory operation for cancer. It
wasn't cancer, but a swelling. I'd hoped for the removal of the s\~elling,
but there was no question. I'm on a diet now, no white flour; it's a bran
diet. I've started to live with it. I know there is something there.'
Perhaps because of the relief of knowing that she did not ha'Te cancer,
Mrs. Love seemed to have adopted a different attitude to her other ailments.
She said that the osteoarthritis in her legs was troubling her less, and
that she was less depressed tha~ she used to be.
Mrs. Love's apparent improvement had been maintained by the sixth and
final interview. She said that her diverticulitis was under control, though
she had to be careful about what she ate and she had off-days with pain •
Mrs. Love was troubled with arthritis in her fingers, which made it
difficult for her to cope with buttons and zips, but she was taking pain-killers
regularly, and these made the condition tolerable. At this final jntervie~l
Mrs. Love VIas cheerful, and said that she managed to get out and about quite
a lot, though mainly as a result of her husband's prodding. She reported no
unmet needs. a'ld was not receiving help from any services. She had no
anxieties about the future.
Mrs. Love's participation in the study appeared to coincide with a
period of waxing and waning concern about her health. Throughout the en1;ire
duration of the study she reported a consistent array of chronic complaints,
but her concern about these was overlaid by the ~ymptoms of her enlarged
stomach and their diagnosis. The coherence of Ilrs. Love's account of
this is somewhat blurred, but it suggests that an initial diagnosis of
fibroids was subsequently superseded, following hospital examination, by a
diagnosis of a perforated bOVIel. The significance of the diagnosis to
Mrs. Love seemed to lie in its elimination of cancer; for although she had
not explicitly expressed a fear of cancer, the confirmation that her






















the fact that an operation had been ruled out. From a state of considerable
depression and disability at the mid-point of the study, 11rs. Love improved at
the fifth and sixth interviews, reporting less depression and much more
mobility • In coping with this episode, NI's. Love received a good deal of
support from her husband; it was he who first persuaded her to see her G.P.
about her symptoms, who coped with things when she was at a low ebb, and who at
the end of the study appeared to be encouraging her to get out of the house
more frequently than she might herself have wished. As she hersalf said,
'He's so dependable.' Unlike several married couples in the study, who
seemed to be propping each other up in their infirm!ties, the Loves gave the
appearance of a household in which the stronger member was positively instru-
mental in supporting the other through a perioc of crisis.
Mr. Downs was 67 .lt the beginning of the study, and married for the
second time. He had retired some five years previously when his o~m small
business tlent into liquidation. His present wife, to whom he had been
married for 25 years at the outset of the study was 53. She Has out of work
at the time of the first interview, but she became employed during the first
year of the study, and as will be seen, moved later to another job that took
her away from the home during the ~1eek. 11rs. Do~ms described herself as fit,
apart from a slight touch of rheulnatism in her shoulder. Mr. Downs described
her as being 'as strong as a horse'. The Downs' lived in an oldish bungalow,
some way from the shops; but it ~Ias furnished in modern style, and very warm.
Central heating had recently been installed, but Mr. Do,,'I1S worried constantly
about the size of his fuel bills. The Downs' were fairly isolated from
friends and neighbours. They never went out to see friends and they did not
get on very well with their .eighbours. l{r. Downs explained: 'If t~e did have
friends we wouldn't see them too often. He are very quiet. We prefer it that
t'Ya.' Would their neighbours help them in any way? I-Ir. Downs replied that
'the lady next door is very kind, she would help with errands.'
~Ir. and l{rs. Downs had three children. The eldest, a son, was in his
thirties, but they had lost touch with him. 'He's a wanderer; he has a
furnished room, but don't know where.' The middle child, a da'\lghter aged 30,
was married with three children and lived in London. They saw her about once a
year. The yOl.U1gest daughter was 23, and at the time of the first inter-n.ew
was living with her husband and child in Belgium. Mr. Downs mentioned only




















father-in-law, both in their eighties, living in an old people's home in
London. They visited them once a fortnie;bt, but Ill'. Downs said that they were
'on the l;ay out'.
Mr. Downs suffered from Parkinson's disease. He was bent when standing,
because he found that posture more comfortable, and he found it increasingly
difficult as the study progressed to move about out of doors, Eating was
sometimes a problem to Ylt'. Downs because of shaking hands, and in fact he
usually ate separately from his wife. He said that he often visited the
doctor to ask if anything further had been discovered in the treatment of the
disease. In addition to Parkinson's disease, Hr. Downs suffered from chronic
bronchitis, cataracts (for which he was making regular visits to the out-patient
clinic) and painful corns on both feet. He had difficulty in either hearing or
understanding what was said at the interviews, although the interviewer noted
that he always gave coherent replies to the questions. Mr. Downs described
his health at the first interview as 'very poor', and by the second interview
he felt that things had got worse: the pains in his muscles were more intense,
he had little strength, and the corns on his feet 1'Iere rendering walking a
painful experience. Nevertheless, Mr. Downs said that he tried to keep as
active as he could, making efforts to mow the lawn and polish the floor. He
had very little support from his children, and relied heavily upon his wife
who, he said, treated him 'like a baby' •
At the third interview, Mr. Downs was very unhappy about the progress
of the Parkinson's disease. It was becoming more and more painful in his leg
and back, and he had also developed ulcers on his legs. A nurse was visiting
to dress them. Mr. Downs said he was getting very forgetful; he thought this
was a symptom of the disease that his wife could not understand. Nevertheless.
he was getting up at six o'clock each morning to see her off to work.
hr. Downs said at this interview that it was more difficult for him to walk,
on account of I the terrible corns on my blasted feet I. and also to do any
shopping. 'Any weight wears me down. I
The fourth interview found Hr. DOI'/llS in a worse condition. 'I get
more pain. The whole leg feels as if it is bruised. The thigh is thinning.
wasting. ' He said his back was swollen around the spine, and that he had a
big ulcer on his leg and 'terrific corns' on both feet. Indeed, he identified
the corns as his biggest trouble; they were now making it wry difficult for
him to move about. Mr. Downs reported other worries too. His younger
daughter had returned home from Belgium. now with two children, and they wer'e
living temporarily with Mr. and Mrs. Downs pending a move to their own house








was 'very difficult' and the daughter was al1aitlng psychiatric treatment. He
also expressed financial worries about the future, and said he would like to
provide more financial security for his wife.
The interviewer noted at the fifth interviel; that Mr. Downs was somewhat
incoherent in his conversation, and forgetful. His daughter and her children
had moved to a nearby flat, and since then Mr. Downs had been sleeping in the
sitting room. His health was, he said, 'a bit on the rough side', but with
the help of his wife he was managing to cope. Soon after this interview,
however, Hrs. Downs (for reasons '"hich were not clear) took a job in London
and lived there during the week, returning only at weekends. Throughout the
week Mr. Downs had to manage on his own. '!'hough still in considerable pain
and disability, he said that he just about managed to get by, coping with most
of the household chores on his ,knees and occasionally being able to get to
the shops by bus. At his final interview Mr. Downs reiterated his list of
illnesses, saying that his eyesight and hearing were getting worse, ,and that
the pain from the ulcer on his leg was exceedingly troublesome. I I could
almost cry with it.' In fact l.fr. Downs had eventually consulted the doctor
about it again, and had been referred for radiotherapy. l.fr. Downs simply
commented that 'I think it is some kind of a cancer.' At the conclusion of
the final interview he identified the increasing pain from his leg as the
most significant single concern during the three years of the study,
Clearly, Mr. Downs suffered from extensive disabilities. To the
physical problems posed by his failing eyesight and hearing, the symptoms of
Parkinson I s disease, the mobility restrictions caused by corns and the pain
from ulcers on his leg, may also be added the manifestations of forgetfuL.ess
and confusion that appeared to intensify during the three years of the study.
His general state of health, in his o..m view, deteriorated throughout the study
and appeared, by the end of the study period, to offer no pI:'Ospect of improve-
ment in the future. In coping with this daunting array of health problems
Mr. Downs had almost no sources of family or neighbourhood help apart from his
wife, and her removal to London during the week can only have intensified his
difficulties. l.fr. Downs received periodic visits from a district nurse during
the latter half of the study to dress his ulcers, and he had also started to
visit a chiI:'Opodist for care with his corns; but apart from these and fairly
regular visits to his GP and to the eye specialist in the out-patient
department, he had no other help. Though only 69 by the end of the study,








M1's. Willoughby was an as-year old ~ridow at the outset of the study,
living by herself in the solid terraced cottage she had occupied for 45 years.
She had been widowed for almost twen1:'j ysars, having bean married for almost
50. Both she and her husband had been farm workers, and Mrs. Willoughby was
independent and self-relicmt, scorning home-helps and meals-on-wh"els. 'They
only come on two days. If you can cook on five days, you can cook on seven.'
Of her friends she once said that although they would be willing to do many
things for her, she wouldn't let them. And her daughter once remarked to the
interviewer that she could only do 'bi1:s a..d bobs' for h~r mother because she
was so independent. M1's. Hilloughby also complained about doctors. 'I don't
trOuble them much. They don't have time for anyone much . They spend more
time in the hospital than visiting patients. They never call even when they
say they'll call back. ' She said later in the study that she thought it
would be a good idea for all GPs to make regular monthly visits to their
elderly patients.
Mrs. V1illoughby had two daughters: one, a widow of 61 at the outset of
the study, lived in the next town; the other, a married 1iOnA:l of 64, lived
in a house backing on to Mrs. Hilloughby's garden. Both daug..l1ters were
seen regularly at least once a Heek and they helped her to the extent
that she alloHed them to. They were particularly helpful with jobs in the
house requiring stretching or bending. The elder daughter sufferc;d from
blackouts, and her husband received in-patient psychiatric treatment from time
to time, but Hrs. Hilloughby was nonetheless Hell supported by her daughters.
She had no other relatives, but she kneN all her neighbours very well. •I've
known number six since I was a girl, she comes in every evening. They do T!rJ
shopping and get my pension.' But ,.hen asked how she would manage if she had
to stay in bed with illness, ~rs. Willoughby said consistently that she would
go to her daughter in the next t~~ •
At the first interviel<, Hrs. Willoughby said she suffered from arthritis
in her spine and legs, and also from high blood pressure. She had recently had
an X-ray on her back. As a result of her arthritis, Mrs. Willoughby found it
difficult to get about. She said at the first intervieH: 'I only go out to
get some firing in, and go to the old people's club. They pick me up.' She
also reported some difficulties in getting dressed, and in having a bath
which consisted of a weekly wash in an open tub by the fire. At the second
interview six months' later, Mrs. Willoughby felt that her legs had got worse.
'Some days they feel better than others. Sometimes they're very bad. I'm
on them too long, but if you just sit about you get stiff.' Nevertheless, she





































neighbouring town, when fetched by car. She had acquired a Zimmer frame from
the R9d Cross. Four months before the second interview, Hrs. Hilloughby hOld
seen her doctor, on the suggestior. of h6r neighbour, for what was diagnosed as
colitis. I I d had it for a fortnight. Couldn I t keep anything in. I was
getting so weak. I She said the doctor ga'fe her some ~ihite tablets and said
he I d come back on Friday; but I I never sal'l him again'. During the epbode
Mrs. Willoughby had carried on normally, and had had no extra help in the home.
The only neli service she mentioned ~las a pi'ivate laundry, arranged by her
daughter .
The fourth interview fomd l'!rs. vlilloughby debilitated, with badly
swollen legs and feet. She was breath16ss, and said it was very difficult
to get up and down stairs. She sometimes slept downstairs. Hrs. 1'Iilloughby
felt her health had got worse 'much Horse'. She said' 'I feel all right
myself, but my legs can't get about on them. And the breathing and that. I
She reported increased difficulty with several self-care tasks, including
using the toilet, 'Nashing, and managing the housework. 'I can 't do anything
I I d like to. The biggest thing is getting the firing in. I Between the
third and fourth interviews Hrs. IUllougllby had had what she described as a
heart attack, but she Was rather confused in describing it. According to ]1er
account a neighbour had called the doctor, who took a long time coming.
Mrs. Willoughby had been admitted to hospital for 11 days, after which she
had returned to her Olm ho:ne. Her neighbours and daughters had helped hpr
to manage. Hrs. Willoughby was still determined to remain indepi_ndent;
she said: 'I often wish I'd died when I was ill.'
At the fifth interview Hrs. Willol~hby was looking a little better and
was less breathless, but she sti.ll felt very debilitated by her sNollen legs
and th9 pain from the arthritis in her back. She had had her bed moved
dOlillstairs and now slept pel :lanently in the sitting room, but Hrs. \'/illoughby
realised that this arrangement increased the risk of her becoming bed-ridden
a possibility that she dreaded. At this interview l'!rs. Willoughby said that
she was now unable to get out beyond her garden, and that even moving around
indoors was becoming a problem. 'It's because of my legs, it's a job to drag
them along.' Dressing, getting to the toilet, and doing housework l·:ere all
mentioned as things that were becoming increasingly difficult. But Hrs. will-
oughby continued to be well supported by her daughters and her neighbours, and
the only unmet need for help that she felt ;;as in coping with the garden.
The final interview found Mrs. Hilloughby, now aged 91, in a similar
























be able to pick fruit and vegetables from the garden and make heI' own jam.
With the help of heI' daughteI'S ~,d friends she was managing to cook fo~
heI'Self and do the basic housework. But: she said she hated not being ahle
to do mOI'e, and having to waste time sitting with a hot ,reter bottle waiting
foI' the aspirins to ease the pain of arthI'itis. NI's. lo/illoughby was still
very restricted in her mobility. She could move about indooI's only with the
aid of two sticks, and this hampered her in caI'rying things around the house.
The only occasions when MI'S. \;Tilloughby went out Nore when she Has taken by
caI' to an oveI'-60s club. She said at this final interview that she was mOI'e
or less cut-eff from heI' doctor because of the times of the surgery. 'It's
9 to 11, and people who have cars ha"", gone to work by then. ' This ,/as the
first reference that Mrs. Willoughby had made to any difficulty in 00ntacting
her doctor, and in fact she said that she had not seen him at all in the six
months since the previous interview. Hr'S. Hilloughby repeated the pI'oblems she
had in carrying out several self-care tasks, including bathing, putting on shoes
and stockings, feeding herself and brushing her hair. Indeed, in reflecting
upon the three yeaI's of the study at the end of the final interview,
MI's. Willoughby identified the change in heI' capacity to do things as the most
significant event in her life. As she put it, 'I've altered a lot. I could
get about more. I could do mOI'e when you came first.'
Mrs. \;Tilloughby was the oldest respondent in the survey living alone.
By many criteria she should peI'haps have been in a residential environment, for
she was far from well throughout the p3I'iod of the study and there was evid'3nce
from her own accounts that she did not always :receive an appropriate standard
of medical care. On one occasion, for example, Mrs. Willoughby said that a
follow-up visit from her doctor had not materialised, and on another occasion
she seems to have been abI'Uptly discp~rged from hospital, with inadequate
arr>angements for follow-up care. (It must be emphasised, however, that
Mrs. Willoughby's account of this episode was rather muddled). Nevertheless,
Mrs. Vlilloughby's independence was entirely of her own choosing, and seems from
her own account to have been a :reflection of her general attitudes to life.
She always presp.nted herself as self-reliant, refusing some of the help offered
by her daughters and neighbours, and often commenting on the worse plight of
many other elderly people. Her whole attitude throughout the study was one of
fierce independence and of frustration ut the infirmities that threatened it.
She was receivOng very little help from any of the statutory services and she
rarely mentioned any additional help that she would have liked to have had.
It also seems likely, however, that NI'S. Willoughby's spirit of independence
was substantially sustained by the help and support given to her by heI'


























present on several occasions wh",n the int-:rviewer called suggests that they
kept a very close eye on the'%' mother, in spite of the limitations she
imposed on what they did for her. Hrs. Willoughby was in no doubt that her
daughters held the key to her fate if her capacity for living alone collapsed,
for in reply to the question of ho" she would cope if illness confined her
to bed for a week, Hrs. Willoughby promptly said that she would go to one or
other of th€.m. The combination of a spirit of self-sufficiency and a high
level of background support from family and friends sustained !-Irs. Willoughby
in her independence in the face of substantial odds .















The link between marital status and the use of health services i.s
well established. The evid~nce was revie~led briefly in the first section of
this report and at greater length in the interim report (Butler and Morgan,
1974). The main object of this study has not been the further elaboration
of this link, but rather an exploration, principally through longitudinal
case studies, of circumstances that have been advanced to explain the link.
However, the parallel study by IoJorgan (1979) suggested that, because of the
taut supply of beds in the district general hospital serving the study area,
the association between marital status and hospital use is less marked in
this particular location than is generally the case. !1organ found, for
example, that the waz:ds in the study hospital '",ere characterised by a fairly
high clinical threshold of admission and a relati 'rely low level of recovery
at the time of discharge and this pattern of work tended to depress the
variations in use (particularly with respect to length of stay) between
groups of patients with different social characteristics. Since the
respondents in the present study were dral\'l1 from the same broad area, a
similar trend might be expected amongst them, no"t'",ithstanding the generally
representative nature of the respondents at the outset of the study in terms
both of their demographic structure and their similarity with other groups of
elderly people among whom comparable information has been collected .
Use of hospitals
Respondents were asked at each interview whether they had been in
hospital, foro overnight or longer, at any time in the preceding six months .
The data in Table 20 show the numbero of respondents reporting at least one
episode of hospital care throughout the period of their participation in the
study, expressed as a peroce ltage o~ the numb.,ro of respondents 1.'1 each age and
marital group at the outset of the study. Taken at face value, the results
are at ~ds with the evidence about the more extensive use of hospitals by
non-married than by maroried people. Among respondents under the age of 75
at the outset of the study, 2bout one-in-five of those in each of the
proincipal marital groups had at least one spell as a hospital in-patient
during the course of the study. Among those aged 75 and above at the outset
of the study, about half of the married and the single or clivorced respondents
had at least one spell in hospital, but only one in eight of the widowed
respondents reported such an event. ~lultiple admissions were reporoted by
five respondents. four of whom .,ere married at the outset of the study and









widowed during the course of the study, but in fact all her hospital
admissions occurred before the death of her husband. The reported median
lengths of stay were higher for the \ddowed than ror the married respondents
under the age of 75, but were identical for those aged 75 and above.
How are these rogue results to be explained? One explanation may lie in
the unrepresentative nature of the sample at the outset of the study. The
evidence, however, does not suppor"': t:u.s. It has already been noted
(page 22.) that the sample was acceptably representative, in terms of age,
sex and marital status of the population from which it was dra,m, and the
characteristics of the respondents corree.ponded very closely to those of a
much larger group in a recent national sur"ley (Hunt, 1978). A better
eh~lanation may lie in the variable drop-out ra~es during the course of the
study between respondents in different marital groups. By aggregating all
reported hospital admissions together, Table 20 makes no allowance for the
fact that !!pre older than younger people, and more non-married than married
people, failed to rema.in in the study for its full course. A related
problem is that, by basing the percentages in the table upon the number of
respondents in each marital category at the outs"t of the study, no account
is taken of the change in marital status of nine of the respondents Hho
remained in the study for tl1e whole duration. AlthOUgh the numbers are
small, a finer analysis of the data in Table 20 suggests that the distorting
effects of these two processes ~ay not be very great. Comparison between the
proportions of respondents in each age and marital category who reported a
hospital admission at each individual interview indicates that, even allowing
for changes in the size and marital composition of the sample from one
interview to the next, there were few differences between married and ,lidowed
people under the age of 75, and a greater proportion of married than of
widowed people admitted at the age of 7~ and above. It appe3.rs, therefore,
that the data a:re 'real' cu..i cannot be adjusted on account of the simplified
;Iay in which they are presented in the table. Among this group of people,
there seems to be no tendency for the widowed to be admitted to hospital more
frequently than the married, and a tendency only among the younger widowed
respondents to remain in hospital fvr long·;r periods of time. This result
is reasonably consistent with "hat might be expected on the basis of ~lorgan I s
study, and in the absence of further clarification the conclusion must be
dra;m that the observed pattern of hospital admission "as influenced by the
taut supply of hospital b-:ds within the study area. Had the availability of
beds been freer, lower thresholds of admissions might have been obtained, and























Table 21 sets out, in a similar form to the preceding table, the number
of interviews at which an attendance (or attendances) at a hospital
out-patient clinic was reported to have occu-~d in the previous six months.
The pattern here is more in accord with national trends (page 8). ~mong
respondents mder the age of ~5, a marl<edly lower proportion of married than
of widowed people reported no out-patient visits, and a correspondingly
higher proportion reported such visits at one or more of tJle interviews.
Among respondents aged 75 and above, married people reported significantly
more out-patient visits than both l;idowed and single or divorced people .
As with the data on hospital in-patient adrr~ssions, these results are not
greatly affected by the change in marital status that occurred to nine of
the respondents during the course of the study, or by the variable drop-out
rates between respondents of differing mar::'tal statu.'>. HO~lever, the finer
analysis that supports this statement involves very small numbers in some
cells, and should be n:garded as indicative rather than definitive.
US"" of general practitioners and community nurse~
't e:lch interview respondents were asked h010l many times they had
consulted their general practitioners during the preceding six months.
Although it had originally been L'1tended to check reported consultations
against the records of the doctors concerned, it proved impossible to sustain
the co-operation of the doctors in doing this. The reported conSultations
must therefore be taken at face value, although there is evidence that the
reporting of visits over a six-month recall poriod sutfers from errors of
memory.
Table 22 shows the distribution of the mean number of reported GP visits
in each six-month re;:all period, arranged according to the age and marital
status of respondents at tt>"" outset of the study. By analysing the data in
this way an allowance is automatically made for the variations in 'the total
number of interviews completed, thoug.!l not for the changes in marital status
that occurred to nine of the respondents. The effect of this latter process
is to inflate the apparent consultation rates of married respondents at the
expense of lddowed respondents, for most of those who became widowed during
the course of the study intensified their normal pattern of consultations in
the period following their bereavement.
As with the data on hospital utilisation, these data on reported GP
consultations reveal no great variations between the married and the














of 75, half of the married respondents and two-fifths of the widowed
respondents reported fe~ler than one visit, on average, at each interview, and
exactly a fifth of both married and ,ddoHed respcndents reported an average
of ')etween one and two 'lisits at each intervie;;. When the allo'rance is made
for the larger proportion of widcr.ied than of married people who failed to
give a clear answer to the question, and also for those who became widowed
during the course of the study, it is clear that the difference~ between the
younger married and widowed respondents Here very small. The si.ngle and
divorced respondents under the age of 75. though fewer in number, displayed
a greater polarisation in their consultation patterns. Compared to their
married and Hidowed counterparts, rather more of them had both a Im; consulta-
tion rate (fewer than one visit, on average, in each six-month period) and a
high consultaticn rate (more than 3 visits). Among respondents aged 75 and
above, there were likewise few differences between the married a'1d the
widowed. The single and divorced respondents in thIs age group were only
four in number, and they were scattel"Sd throughout the ranI!".
Respondents were also asked at eacn interview whether they had seen a
nurse in the preceding six months, other than in hospital. No additional
information \'las sought routinely about the number of occasions on which a
nurse was seen, or where the encounter took place. The replies are set
out in Table 23, which follo~/s the same pattern as Table 21 on hospital
out-patient attendances. The t'lble offers evidence that, at the YO\IDger
ages, the non-married respondents were more likely to have had regular contact
with a nurse than their married counterparts, and in this particular case
(unlike that of hospital admissions) the difference is ~ugmented if account
is taken of the greater proportion of non-married than of married respondents
dropping out of the study before its completion. Information gleaned from
other questions in the interviews suggests that the majority of these
contacts with nurses occur' ed in the respondents' o,m homes (rather than, for
example, in surgeries, clinics or health centres), and the case studies
already presented contain examples of people living alone and baing visited
regula~ly by a district nurse or health visito~ to offer assistance with
such activities as bathing, or even just to keep an eye on the person's
~Iell-being. Interestingly, hO~lever, a similar t:rend is not to be found
amongst those aged 75 and above, where there is evidence of \!lOre regular
contact Hith nurses by the married respondents. An explanation for this
might lie in thO! phenomenon, documented eal'lier in thi.s repc~t, of frail
elderly married couples, just able to support eac~ other with some outside















Use of other services
Respondents were asked at the first interview whether they were currently
receiving help from any of the following sl'rvices: district nurse or health
visitor, chiropody, home help service, day centre or day club, meals-on-wheels,
laundry service, day hospital, services offered by churches, services offered
by volunt~ organisations such as Age Concern or the Red Cross Society, and
the local authority social services depar-!:ment. In all, almost tl~o out of
every five respondents at the outset of the study were receiving help from
one or more of these sources, and this proportion remained virtually the
same among widowed people at all ages, among !!'.arriad people aged 75 and above,
and among single and divorced people under the age of 75. The deviations
from this pattern occurred among married people under the age of 75, of ~,hom
only a quarter were receiving one or more of these services at the ou~set of
the study, and single or divorced people aged 75 and above, all four of whom
were in receipt of at least one of the listed services.
Direct comparison betlieen these results and those reported by Hunt (1978)
from the national survey of elderly people at home is not possible. The
report of the national survey contained information about the number of
elderly people who were visited at home during the six months prior to the
interview by a variety of 'officials', including social security officers,
doctors and insurance men. Because of the wider range of agencies included
in the national survey, the actual proportion of elderly people reporting a
visit from at least one of the 'officials' was higher than the proportion of
people in the present study \~ho said that they were in receipt of one or more
of "the listed services, but there is an interesting parallel between the ~o
studies in the absence of any marked variations in response b'!ltween people
of differing marital status. The divorced and separated respondents in
Hunt's survey were disting-'ished by the high proportion of the!!' :reporting no
'official' visits at all (!f9%), but the difference be~een the married,
widowed and single respondents covered no more tha'l five percentage points •
Respondents in the present survey were asked at each subsequent interview
about any changes in the services they were receiving, but few major changes
were reported. There seemed to be a good deal of stability througho'.lt the
three years of the study in the way in which these particular services were
used. Of the 88 respondents who completed all six interviews, 60 (68%)
reported the same pattern of service use throughout the entire duration of
the study (including, of course, those who made use of none of the services),











relinquishing of chiropody. Indeed, care by a chiropodist was the single
most frequently used service among those listed, accounting for ~l% of all
service contacts mentioned by respondents at any time during the three years
of the study. However, this item of information must be treated tdth great
caution, for an unknotm portion of the chiropoay received by the :respondents
was paid for privately, and ca.'lllot therefore he classified in the same way as
the publicly provided services. Day centres or clubiS were the second most
frequently used services among those listed, accounting for 12% of all service
contacts Ill'"..ntioned throughout the study. This particular service did
distinguish between respor.;ents of different marital status: 25% of those
who were single or divorced and 22% of those ~lho were widO\~ed at the outset of
the study reported attending a day centre or club at some time during the study
compared with only 6% of those o'lho ~lere married. The n~xt most frequently
used services l-Iere home helps (accounting for 8% of all service contacts)
md meals-on-wheels ('lCcounting for 6% of all service contacts).
Illness behaviour
A few simple questions were asked at some of the interviews with the
intention of probing certain dimensions of illness behaviour that is,
the general disposition of respondents to behave in certain ways in relation
to medical care services. These questions ~lere not entirely successful,
and the results are reported briefly here mere by way of announcing their
existence than of proclaiming their significance.•
At the fourth inter',iew, respondents ",ere asked what they thought they
might do if they experienced the following symptoms: a constant feeling of
depression for about three weeks, difficulty in sleeping for about <l week,
a heavy cold with a temperature and running nos", a headache more tha."'l once
a week for a month, a -fery sore throat for three days and no other symptoms,
and a boil that doesn't clear up in a wee;,. Similar qu",stions have been
widely used in health surveys to tap any variations between different groups
of people in their predisposition towards professional medical care. TIle
questions were included in the present study in order to see whether the
non-married respondents were more likely to think in terms of professional
care when confronted with common symptoms '~han were the married :respondents.
The replies were classified according to l~hether or not a doctor would be
consulted, and a mean score for each age and marital gl'Ollp was calculated,
based simply upon the number of times that a doctor would be consulted for
each symptom. Thus a maximum score of 6.0 would :be obtained in a group if
all respondents in that group had said that they would consult a doctor fOl'









The overall scores were 3.0 for married respondents, 2.8 for >Iidowed
respondents and 2.6 for single and dborced respondents, indicating a
slightly more pronounced predispositiar. towards professional medical care
on the part of married than of non-married :O'20;;>le. HOl..ever, the introduc-
tion of a control for age distorted the picture, for whereas the younger
( <75) married re3pondents had a higher mean score than their non-married
counterparts, the reverse obtained among the older' (75+) respondents.
A different approach was tried at the second interview, when all
respondents who reported a consultation "'ith their GP in the preceding six
months were asked, in relation to the most recent consultation, whether
anyone had suggested that they should make the consultation, and whether
they would still have gone even if no such suggestion had been made. The
results, though based on small numbers, are .interesting. Among respondents
under the age of 75, one-third of those who had seen their GPs in the
preceding six months said that sOIllE'..body had suggested the visit. This
proportion Has almost identical in each of the three marital groups. Among
those aged 75 and above, three-fifths said that somebody had sU[lgested the
visit. Again, no variations occurred among the marital groups. It seems,
therefore, that older people are more open to the suggestion that they should
visit the doctor than are younger people, but that no differences exist in
this respect between marri.ed and non-married people .
Those who make the suggestion that an elderly person should visit a GP
are perceived to have some influence. Of the 28 consultations that were
reported at the second interview to 'lave been at the. suggestion of another
person. 11 (39%) were thought unlikely to have occurred unless the
suggestion had be'9.."l made. However, the people who actually made the
suggestions "ere different for married and non-married people. The married
respondents received suggestions from their spouses and from the doctor
himself; widowed respondents were influenced more heavily b~' their daughters
and by non-relatives; and single and divorced people received suggestions
mainly from their relatives.
The same set of questions was repe2.ted in the sixth intervie"" with
remarkably similar results. The major diffarence ",as the greater signifi-
cance of the doctOI' in initiating or· suggesting ti:e consultation, and th"3
major reason for this appeared to be the greater number of routine
domiciliary visits at the sixth inte2'Viel'l than at the second intervieH.
A third approach to the measurement of illness behaviour was through









taken regularly or on repeat prescriptions. The collection of repeat
prescriptions may account in part for the gener-ally higher GP consultation
rates among non-married than married people, and the use of :regular medication
may indicate a general disposition tot,ards symptoms of ill health that
emphasises the importance of treatment. The results, set out in Table 24,
do not sho~. any major variations between the marital groups. At both
interviel,s, the reported consumption of medicines on a regular b2Sis or on
repeat prescriptions among respondents under the age of 75 was highest among
the single and divorced and lot,est among the widowed. Among those aged 75
and above the results were inconsistent between the "t'.'O interviews, although
they show the anticipated pattern of a higL;o,r reported rate of consumption
among the older than among the YOUl1ger respondents. Direct comparisons
cannot be made with Dunnell and Cartwright's (1972) national survey of
medicine-taking, but it appears tr.at relatively more people in the present
stUdy said they were on repeat prescriptions than did so in the national
survey.
The use of health and social services: some illustrative case studies
Four case studies are used to illustrate this section: two of respondents
whose use of medical care services increased following t!le deaths of their
spouses, and two of married men who made fairly extensi ve use of these
services throughout the study.
11r. and Hrs. Newman were both 69 at the start of the study. They
had been married for 47 years, and had moved to their present flat from
another part of the county a month or ~IO before the first interview when
Mr. Ne~rman retired from his job at a flour mill. The move had been made on
accotmt of Mr. Newman's health, for they had formerly been livi.."1g on the
top-floor of a high-rise block of flats, but they were both full of regrets
about it. Hrs. Newman, in particular, did not Eke th., flat, feeling
constricted tdth neither a garden nor a balcony, She r-egretted that they
had left so many f-riands and I"i!latives behind, and felt that she had been
dogged by bad luck since the move. Hr. and Mrs. Newman had two sons, both
of whom were married with families of their o~m. 1'he elder son lived near
to their former home. !1rs. Newman said at the first intorview that they
heard from him each week and saw him and his family two or t~e times a year.
At the second intervieti, however, when ~ir. Newman' s health had deteriorated
quite seriously, Hrs. Newman said that she was now seeing her- son once a
month and her daughter-in-law was visiting every fortnight. But, as



















suddenly'. The younger son lived about five miles away a'ld saw his parents
every week, but he seems to have been of less help to Mrs. Newman than his
brother, even when Mr. Newman died. Three other relatives were mentioned
with whom periodic contact was made: a brother-in-law aged 77, living some
tw':lnty miles away; a sister of Mrs. Ne.-nnan, recently widol{ed, living near the
Newmans' former home; and a brother of 58 living in the Midlands. They each
suffered from poor health, and were not thought likely to be of much help to
Mr. and Mrs. Ne\~. The neigh':>oUI's were described as being 'sociable' and
'awfully nice'. Mrs. Newma.. felt they Hould h':llp each other if anyone was in
trouble, particularly in sharing the telephone. Later in the survey, after
her husband had died, and again after she came out of hospital, Mrs. Newman
spoke appreciatively of the help and attention they had shown .
Mrs. Newman described her health at the first inter'Tiew as 'fair'.
She said that she suffered from arthritis and ner-"es. She had difficulty
bathing, and relied on her husband to help. She was nervous of over-balancing
and was unable to sit down. 'The bath is a bug-bear. Most elderly people
are the same. The walls are not strong enough for a pulley. ~le should
have a shower. I have a mat but it slips. It's dangerous.' At the
second inter-"iew Mrs. Newman described herself as being in poor health .
She was tired out with worry about her husband, and sh.. felt that she had
got worse during the previous sb: months. 'I'm tired out. Can't sleep
when my husband can't sleep. It's up and down, the worry over my husband.'
Mrs. Newman also said at this second interview that her head was sometimes
funny and painful and that, because of arthritis, she had more difficulty
than usual in getting around the house. But in spite of her ailments,
Mrs. Newman made almost no demands at this time on the h"alth services.
She hadn't seen her GP on her own behalf for at least 18 months prior to
the second interview, although she was receiving rep.,at prescriptions for
pain-killers for her arthri·'is. She had had n.o contact with a hospital,
"
a nurse, or any of the social services. She seemed to summarise her
philosophy in answer to the question whether sh8 thought it was best to go
to a doctor quickly when ill: 'It depends, you know. It's nice to be
independent. It's bad enough when you really need help and have to ask for
it. '
Mrs. Newman was widolled shortly after the second interview. Mr. Newman
had been reported at the first interview never to have recovered fully from
an operation for a stomach ulcer several years earlier, and he was also said
to be troubled by his prostate gland. At the second interview I1rs. Newman


























Mrs. Newman spoke of the effects of Hidowhood at the next intervie,;. 'At
first my mind went blank. I had to have tablets. It's bound to affect you.
No, I'm net on top of the world. I get depressed. I don't want to mix,
but I feel lonely... After I~hat I've been through, losing him, I have this
depression.' Hrs. Newman also reported difficulty in sleeping, a problem
that persisted through to the end of the study. The effect of Hr. Hew1llaI1' s
death vias also felt in other ;Iays. Hithout her husband's help, bathing vIas
much more of a problem. 'I can't sit in t:,e bath now I've no husband to help.
I have to kneel. ' And the loss Nas further reflected in her repli.2s to the
question of hON she would ccpe if illness confined her to bed for a «eek. At
the first interview she had said, 'I've got a good husband. He'd manage all
right as long as h", kept well.' But later she said: •I don't know about
that. I have a friend up at the top if she thought I needed anything.
The neighbours are all pretty good I don't know. I don't think my
daughter-in-law would be a'1Y good. She's got her mm home and job.'
Hrs. Newman closed this third interview by saying that she didn't know what
would happen to her in the future •
The fourth interview found Mrs. Newman in a state of considerable
tiredness. She had been busy visiting her sister in hospital follovling a
stroke, and she had given a good deal of help to a friend whose home had
been flooded. She said: 'I feel rough just now; all this extra work •
I felt ill when I came from my sister's.' Mrs. NeHlnan felt she Vias getting
over the loss of her husband, but she Vias still lonely, particularly at
weekends. She was a little afraid of going out by herself, and was concerned
about the safety of old people on the streets with 'all these muggings and
assaults'. ~~s. Nel~ spoke more insistently at this interview about her
desire to move back to her former area of residence, partly to be back with
old friends but partly also to be nearer her sister. 'I think I'll try and
get back up home. It wou.:;.J save Ta'" a '.ot of tearing about if I could get
up near Il\Y sister. She lost her husband six months before me and she w·ent
downhill. If she knew I was near, she'd be better.' At this interview
Mrs. Newman recounted the difficulty she Nas experiencing with arthritis,
and spoke again about the pains in her head, which she said was caused by
blood pressure. She had seen her doctor several times since her husband
had died, first f~r something to help her to cope with the shock of her
bereavement, and latterly for a gr<mth that had appeared. on her neck. The
doctor had recolllIT.ended that she should have the growth removed in hospital,
but as 11rs. Ne~nnan put it, she was waiting bott for the time a..d the courage




















The operation was in fact carried out a few weeks after the fourth
interview. She had first seen the specialist in the out-patient clinic
and had then been in hospital for a week. Mrs. !lewman spoke at some
length about the other patients in the ward with skin cancer. She had had
a lot of help from neighbours on returning home from the hospital, and now
felt 'quite well'. She spoke of continual tiredness and inability to sleep,
and she had seen her GP on several occasions. She was regularly taking
sleeping pills and painkillers for the arthritis that l~as becoming
increasingly troublesome and restricting. But the interviewer noted that
Mrs. Nelllnan remained. cheerful a:.lJ.d friendly, and discussed her problems in a
very practical manner. She said again that she was hoping soon to move back
to her forrer home area, and in fact she had already moved when the inter-
viewer called for the final interviel~•
Hrs. Ne"'-man's story, like that of Hrs. Clarke (page 25.), illustrates
some of the ingredients that go into the problems caused by l~idOl~hood. Like
~Irs. Clarke, Mrs. Newman and her husband had mo-red to a new part of the
county shortly bef"re he died. They had a son living nearby, but otherwise
they were faced ~lith an unknown (and in some senses hostile) communit}l'. In
fact, Mrs. Newman seems to have integrated into her neighbourhood rather
better than ltrs. Clarke, and was certainly better supported by her neighbours
when she was in need of help. The bereavement itself gave rise to the
familiar symptoms of depression, loneliness and insomnia, but l·lrs. N",wman
seemed to respond positively to them by busying herself ~Tith her sister's
and friend's needs. Like Mrs. Clerk"" her physical health did not
deteriorate in any dramatic way. Nevertheless, her use of the health
service increased noticeably during the y€mainder of the study follOl~ing
her bereavement. From having no face-to-face contact with her GP or
hospital doctor during the 18 months prior to her bereavement, Hrs. Ne..'lIlaIl
had several GP consultations, one out-patient consultation and one spell
of in-patient care during the 18 months following her loss. Part of this
does seem to be directly associated ldth the death "f her husband,
particularly the consultations with her GP that resulted in the prescription
of tranquillisers and barl:>iturates. But Mrs. Newman's admission to hospital
does not appear to be linked so intimately to her experience of ~ri.dowhood.
The evidence from the interviews is insufficiently clear on this matter.
It is not known for how long Mrs. !lewman had had the growth before having it
removed. It is possible that, as with 11rs. Clarke, the stress of widowhood
intensified her awareness of the problem and that her contacts with her GP
provided the means by which she was ref9rred to the specialist out-patient
























exacerbated by the shock of her husband's death. Whatever the re"l explana-
tion, Mrs. Newman's use of medical care services before and after her bereave-
lrent seems to fit the classical pattem .
Mr. Tompkins was 76 at the outset of the study, and his wife ·...as 74.
Prior to his retirement Mr. Tompkins had been a tradesman in the building
industry. The Tompkins' had been married for almost 50 years, and had been
living in their present bungalow for 5 years. The location of the bungalOlo1
was a source of grievance to Hr. Tompkins throughout the study. They had
bought it when it was being built on the understanding that shops Vlould be
constructed nearby, but these had never materialised and the Tompkins' found
themselves isolated and trapped, unable to afford frequent bus trips into the
centre of their town. Throughout the duration of the study Mr. Torr,pkir-s
continually complained about rising fares, crowded buses in the holiday season
and the closure of small shops away from the centre of tow n. The opening of
new, largr supermarkets offered no cO"lsolation, for Mr. Tompkins found them
confusing, particularly the constant relocation of goods on the shelves,
making it difficult for elderly people with failing eyesight to find ,;hat they
wanted. A local chemist, grocer and doctor would have done much to improve
the quality of their lives; as it Vias, nobody delivered and Hr. Tompkins had
difficulty tn carrying heavy loads of shopping home •
The Tompkins' had one son, aged 41, living with his olm family in
another part of the county. They saw him a feN times each year, although they
kept in regular contact by telephone. In the early stages of the study the
Tompkins' did not seem to receive much help or support from him, but as time
went by Hr. Tompkins felt it would be good for them to move nearer to him .
At the fourth interview, for example, Mr. Tompkins said, 'We'd like to be
nearer to Peter, but we I re stuck doVlIl here and Vlon' t be able to get away.
He lives in an expensive area, and He wouldn't get sufficient for this
bungalow to pay for a place there.: Later still, following Hrs. Tompkins'
death, the son proved to be a very considerable support to his widowed father.
The only other relatives \oIith whom the Tompkins' were in contact were both
elderly: a brother-in-law in his seventies living in London and a sister,
also in her seventies, living in Suffolk. Both were chronically ill and were
reported at the first intervieN as unlikely to be of any help to Mr. or 1'=.
Tompkins. The only subsequent mention that was made of them was in the





















would cope if illness confined him to bed for a week: 'A poser. There I s
no-one to come in and stay. The brother-in-law's wife might come, but she's
as old as ~Ie are and not 7cry well. ' Hr. Tompkins described his neighbours
as 'mostly elderly or ill'. He said at the first interview: 'He newr see
a soul all day. There's an elderly couple next door, but they're both iller
than us. Next door this way is a young couple, '+0 to 50, they go to work. '
And at the third interview tlr. Tompkins said: 'The people next door are out
all day and the bungalol~ next-door-but-one is up for sale. He don't go out
anywhere except to the son once in six months. ' As will be seen, however,
Mr. Tompkins' relationships with his neighbours appear€d to change consider-
ably after his wife's death •
For much of the duration of the study, then, the Tompkins' appsared
to be lonely, unhappy and with little local support. Like other couples in
similar circumstances in the study, they ~Iere heavily dependent upon each
other. Mr. Tompkins particularly seemed to be reliant upon his wife. He
said that she didn't like :'im to be left alone or to go out of the house by
himself, and in reply to tr.e question of how he would cope if illness confined
him to bed for a week he said at the first intervie~,: 'I should have to rely
on my wife Wlless they could send a nurse. She can't carry heavy loads •
She wouldn't be able to lift anything. If I had a blackout she has to l€ave
me lying there.' The same question a'f: the second interview produced the
response: 'I'd have to get up myself if my wife wasn't here. If my wife
couldn't, we would have to have help. Tl ings ar.. difficult as regards
toilet facilities. I'd haye to have help. The son would arrange something.
I~e could go up there.'
Mr. Tompkins described his health at the first interview as
'constitutionally good', although he had suffered for 30 years from petit mal
and 'couldn't predict from "ne minute to the n.'xt when I'll have a turn'. He
took one tablet each day for the condition, and was prescribed 50 tablets at
a time. He saw his GP on every second visit to the surgery to collect the
prescription, giving rise on average to two conSultations in each six-month
period. Mr. Tompkins also suffered from psoriasis, and collected prescrip-
tions for a cream whenever he visited the surgery. Apart from these nlo
conditions Mr. Tompkins mentioned no other specific health problems. He
talked about his increasing debility as the study progressed and the problems
he had in carrying the shopping home, but he did not mention any specific
disabilities in moving about or locking after himself. Until the final
interview he had no contact during the study period with any health or social






























towards the medical profession. He got on very well tlith his doctor, and in
reply to the question of whether he thought it best to see a doctor quickly
if ill, he replied: 'Take a doctor's advice imwediately. I think a doctor
has a lot more knowledge than you have. '
Mrs. Tompkins was not as well as her husband. She suffered from a
congenital heart defec t and from arthritis in her legs. She was unable to
cope with sustained activity and could not t,alk very far; but she said at the
first interview that 'I can manage as long as I don't overdo things.'
Mrs. Tompkins died between the fifth a'ld sixth interview.. , and at the final
interview 11r. Tom~kins said that soon after her death he had had a more
severe attack of petit mal than usual and had been admi~ted to hospital for
a week. He had also seen his GP during the previous six months on many more
occasions than in the preceding two-and-a-half yu.ars. However, Mr. Tompkins
did not attribute his attack to his bereavement, and in fact he had reported
at the fifth interview (before his wife died) that he had also blacked out in
an attack at home, and had had to remain on the floor until regaining conscious-
ness because of his wife's inability to lift him. The obvious possibility
exists that, in view of his recent bereavement, ;:he decision to admit him to
hospital ~Ias taken largely on thase grounds, but no evidence exists about this.
At all events, Mr. Tompkins was clear at the final interview that he had
regained his usual state of health and had 'plenty of strength and -,;ill-power
to carry on.' Indeed, he appeared in l!l2.ny ways to be better than he had been
before his wife's death. He explained that, because of her growing lIeakness,
he had had to do more and more things for her, and he indicated that his
wife's concern about his own health had prevented him from doing things that
he had wished to do. At this final interview, for example, he said that he
had joined a number of local organisations, and that he was now seeing much
more of his friends and neighbours. In contrast to the first interview,
when he had not anticipated 2~y help from them at all, "~. Tompkins now said
that he knet, at least three neighbours upon whose help he could call, and that
he saw them all at least once a Ne"k .
Mr. Tompkins f son had also been a considerable support to him, visiting
him regularly each week and helping him to cope with the legal and administra-
tive consequences of Mrs. Tompkins' deatb. Hr. Tompkins said that he >las
toying with the idea of moving nearer to his son, but he was anxious to keep
his own independence. The most important difficulty that Mr. Tompkins
mentioned now ~Ias cooking his own meals, for as he put it, 'I'm not so used to
it as the wife.' Apart from this, he gave every illlJ:lression not only of


















He said: '1 've not had an easy retirement because of rrry wife's heart trouble.'
As with Mrs. Newman, then, Mr. Tompkins appeared superficially to conform to
the classical pattern of an increased use of rredical care services followine;
widowhood, but, also like Mrs. Newman, the causal link between the two events
is unclear, and Mr. Tompkins' state of affairs at the conclusion of the study
did not obviously identifY him as a potential future high user .
Mr. Winter was 66 at the outset of the study and his wife was 70. They
lived in a large old house on a main road, some three-quarters of a mile from
the main shops but with a small general store nearby. !.fr. Winter had been
invalided out of the army when he l~as 50, and had since had business interests
in marine engineering. At the time of the first interview he rras in the
process of rrinding up these interests, and this caused a nUIl'.ber ef problems
during the three years of the study. Looking back at the end of tha study,
Mr. Winter said that getting out of the business had been the best thing to
happen to him during the three years because, as he put it, '1 don't have to
deal with modem crooks any longer. I He felt that he had been treated badly
by the firm, particularly in a financial way through a reduction in his pension •
Mr. lHnter was forthright in expressing his general views to the
interviewer: 'We are independent people, 1,;e don't believe in not helping
ourselves as long as rre can.' He and his wife were very dependent upon one
arother, but Mrs. Winter's health deteriorated as the study went on, and
Mr. lUnteI' was less sure how much help she Hould be in an emergency. This
change was reflected in his replies to the question of how he would cope if
illness confined him to bed for a week. At the first interview he had
confidently identified his w',fe as his major source of care, but at the fourth
interview he talked about the need for the services of a district nurse and
home help, and at the final int8rvieH he said: 'We would have to call in the
nurse and apply for a home help. She (Hrs. Winter) would have done it, but
I wouldn't like her to now.' On several occasions in the latter part of the
stUdy Mr. Hinter expressed the opinion that his wife should have more help in
the house, but the only outside help that the Winters had during the whoh of
the three years was that of a part-ti~ gaY'dener. The sources of Hrs. lHnter 's
health problems were the partial loss of sight in one eye (which eventually
forced her to give up driving), high blood pressure, claustrophobia and loss of
confidence. The latter troubles were attributed to a head injury sustaine~






















The Winters had one son and one daughter, both in their thirties, living
with their families some 40 miles away. Both children were seen regularly,
and they were regard",d by Mr. Wint",r as sources of help to which he would turn
if necessary. The daughter, in particular, had been very helpful when
Mrs. Winter had had a spell in hospital towards the end of the study, but
Mr. Winter said that his son nevel' seemed to have time to do anything. The
Winters had discussed the possibility of moving to a smaller home nearer their
daughter, but, as he put it, they did not Hant to impose on her. Hr. Winter
also mentioned four other relatives with whol:1 they were in regular contact:
three married brothers living in the Fest Country and a married cousin of 53
in Hampshire. Other relatives visited spasmodically. The Winters were
very friendly with many of their neighbours, and Hr. v/inter often spoke of odd
jobs that they di:i for each other. Tnree or four neighbours were mentioned
by namp. who had been very helpful to them, and Mr. Hinter frequently said
that it would be a \<I'ench if they over had to move. The proprietor of the
nearby general store had also been good to them.
Hr. Winter described his health at the first interview as 'poor'. He
had had a heart attack four months earlier whilst on holiday, and had been
brought home by his son. He had been confined to his room upstairs for
several weeks and at the time of the first intr,rview he was able to negotiate
the stairs once a day. Throughout the entire duration of the study Mr. WiJ:t<:r
was in regular contact with his GP and the hospital specialist about his heart,
and he was taking tablets for the condition. He continually complainad about
the restrictions which the condition imposed upon his mobility, and he
particularly regretted the fact that he had had to give up driving. Hcwever,
as he said, 'I try not to let it interfere, but people try to keep me down.'
He felt at the end of the study that there had been a gradual improvement in
his condition during the previous three years. Mr. Winter also reported a
mild form of epilepsy from which he had suffered sine,", the war. It took the
form of periodic blaokol;'tS, but with regular medication he felt they Here
'more or less controlled'. Hr. Winter also said at the first interview that
he was having injections from a nut'se for muscular rheumatism, although he
did not mention any difficulties in looking after himself except for the
exhaustion caused by shaving in the weeks following his heart attack •
Between the first and second interviews Mr. !-/inter was admitted to
hospital for a prostatectomy operation. He spent eight days in the district
general hospital well below the average length of stay for this operation.
He said he Has feeling better as a result of the operation> and also because
























he rated his health only as 'fair'. He was still finding the stairs difficult
to manage on some days, and he complained about the difficulty of getting
transport, particularly to the hospital. 'If I want to go to hospital I have
to get someone to drive me. I could do with the ambulance calling.' The
complaint was repeated throughout the study. The third interview also fotmd
Mr>. Winter recently home from hospital. As a result of a fall a lump had
appeared on his hand he said it was 'something to do with the rheumatoid'
- and he spent four days in the local hospital. He mentioned again that
he was suffering from rheumatoid arthritis, epilepsy, and a 'dicky heart' •
In connection with the latter, Mr. Hinter l~as regularly visiting an out-patient
clinic as a private patient, and he ~ad had an extra bannister fitted to the
stairs. He Ilas finding it easier to move about indoors, but more difficult
out of doors. 'Hhen the weather is worse I get :'lore puffed,' 111'. Winter
also reiterated the difficulties he was encotmtering with transport. 'I get
an ambulance driver to drive me when he's off duty, he helps with the driving
ill his spare time, (but) he can't always turn up. It's difficult to go and
see my daughter sometimes.'
The remaining three interviews sa~1 the Winters continuing (as they put it)
to 'struggle on'. Mr>. IHnter :remained in regular contact ~lith his GP and the
hospital out-patient department, though he had no further inpatient admissions
during this time. He continued to complain about the transport pl'oblem, but
a new neighbour wa.s mentioned at the fifth interview who was apparently giving
them :regular lifts in his car. 11rs. Winter had by this time given up driving,
and she seemed to be becoming increasingly frail and incapacitated. A": the
sixth interview 111'. Winter recounted how she had recently fallen and fractured
her arm, necessitating admission to hospital, but this small crisis had merely
reinforced the support that the I,inters received from their farrlly and
neighbours. On that occasion their daughter had visited for a few days to
cope with the housework and ('ooking, and several neighbours had helped in
different ways, including taking Mr. Hinter to the hospital by car to visit
his wife. Hr. IHnter summed up their cutlook at the close of the study: 'lIe
don I t look fOI'l~ard too much. We live from day to day al'ld week to 'leek. He
keep everythi\'lg up to date so we ~Ion 't be caug.'lt on the hop if we suddenly can't


















The final case is that of Mr. Harding. He was 77 at the beginning of
the study, and his wife was 55. It was his second marriage. and they had
been married for 32 years. They lived :tn the gr<>und-flocr flat of a largish,
semi-detached house situated on the sea-front some three-quarters of a mile
from the shops. The house was comfortable and uell-fumished. Br. Harding
was a retired Post Office e:lgineer, and his wife worked full-time for the
gas board. She was described by the interviewer as a competent and cheerful
W01ll3.n, in good health apart from a touch of arthritis. Mr. Harding said that
she was 'a greater helper of the elderly and enjoys it'. The Hardings had a
married son of 28. living in Canada, and a married daughter of 30 living some
15 miles away. The daughter was not mention€d at all in the intervie>ls,
although Hr. Harding said that they sa'l her about once a week. Hr. Har-ding
had several siblings and cousins whom he saw regularly. T<~o of them lived
very close by, and the rest 1ived elsewhere -tn Kent, but they ..Iere all of a
similar age to Mr. Harding, and for various reasons were not able to offer
much practiCal help. Hr. Harding thought that he end his wife visited their
relatives to help ~hem more than vice versa. They made a ;~eekly visit to an
elderly cousin in an old peopl,,' s home in the next town. The neighbours near
to Mr. and Hrs. Harding were also elderly; there was a man of 82 next door
and one of 83 across the road. Mr. Harding said: 'We look after one another.
If he doesn't see me, he comes to find out how I am. We have a code rotmd
here. '
Mr. Herding described his health throughout the study as 'poor'. He
had lost the use of one eye during the first Har, and a cataract >!as developing
in the second. By the end of the study he Has almost: blind. He Has
partially deaf, and just before the first interview had visited an out-patient
clinic for a hearing test. He also sufferad from high blood pressure. which
took him regularly to his GP for cheC'.!<-ups and tablets, and \,hich caused
increasing disability as time went by. !'iI'. Harding had had a h3art attack
thirty years earlier, and he had also had a number of abdominal operations •
As he put it, 'I' VI'; had my insides out thI"'€ times. Gall-bladder and that: '
Four months prior to the first interview Hr. Harding developed pneumonia; he
was also 'bringing up blood', and he >:as admitted to hospital for eight days.
At the interview he said that it was diffiCult for him to get about out of
doors. 'I mustn't go far on my own. I walk in the garden whsn it's nice.
I mustn' t go upstairs much. I don't have to here, we have the botton flat.'
Mr. Harding also reported at the first interview that he had difficulty
putting on shoes and socks, and also doing up buttons and zips. 'I can't












Two weeks after that intervie'l Mr. Harding was again admitted to hospital
with pneumonia and haemorrhage. He ','<1S in for 10 days, and 'nON I have to
have pills which upset me.' He felt his health had deteriorated during the
previous six months: he I~as very breathless and also aware that his memory
was fading. He said: 'I can't do nothing now. Can't stoop. It's slowed
me up.' He reported difficulty with bathing a'1d had to be careful gettl.llg
into and out of bed. Mr. Harding realised his extreme good fortune in
having a younger wife to look after him. AIthough Mrs. Harding was in
full-time work she telephoned home two or three times a day to see if her
husband was all right, and she calm home for meals. If necessary, she said,
she would get 'special leave' to look after hin. Hr. Harding felt that,
without his wife, he llOuld nE:ed outside help with things that he could not
do for himself, such as washing his feet, cleaning, cookillg and shopping.
He was also totally dependent on his wife to get out in their car.
The third interview found Mr. Harding in 'fah' health. He complained
about his high blood pressure, which .las preventing him from doing very much
at all. 'I have to be careful. My wife takes ne in the car. I don't get
out much myself. If I turned quick I'd fall over.' At the fourth interview
Mr. Harding, now 79, again felt that he l,dS less well than previcusly •
'It's old age. I'm wearing out.' Several things had becon:e more difficult
for him during the previous six months, including getting into and out of bed,
dressing, and doing odd jobs around the house and garden. He Nas now
increasingly dependent upon his wife for help in looking after himself, in
getting to the doctor' s surgery, and in taking his medication correctly •
'~ly wif" gives me the pills now as I don't think so quick and I don't know
what I have had.' Yet in spite of his gI'Oliing incapacity Mr. Harding .las
determined not to vegetate. He said that he kept moving to exe=ise his
legs, even when it was easier to sit still, and he and his l-life still
visited their elderly cous i each week. and they fetched an elderly widow
each week from the neighbouring town 'to have her feet done' .
The final two interviews found [·11'. Harding, now ag"d 80, in a stable
condition. He could do virtually nothing for himself and totally dependent
upon his wife, who continued to proyide all the care that was needed. Host
activities had by now become more difficult for HI'. Harding, and he felt
vulnerable during the day with his liife out at work. lie continued to see
his doctor at least once a month, as he had done throughout the entire study,
and he said that he was taking drugs regularly for blood pressure> He was






















sometime. It's a thing we can't pass. Never worries me meeting death. I've
seen so much of it. If you ca"! help anyone on the ~lay. hold their hand. I




























Marital status and hospital use
This report has been concerned ~lith the phenomenon of the differential
use made by married and non-married people of a range of health and social
services. The phenomenon is international and long-standing, particularly
in the use of hospital services. The more intensive use of psychiatric and
geriatric hospitals by non-married than by married people probably accords
quite well with common-sense views about how the world works, but it is less
obvious that equally large variations should also occur in the use of other
hospitals. The evidence is quite dramatic. 11:1e 1973 Report of the Hospital
In-Patient Enquiry, for example, showed that non-married patients in England
and Wales in that year used soree 15,600 mol'''' beds each day than married
patients by virtue of their longer average periods of stay in hospital, and
some 8,200 more beds because of their higher a~~ission rates. These
differences, which actually appear to be increasing each year, take account of
the different age and sex structures of married and non-married people.
Moreover, they seem to hold good in all types of non--psychiatric hospitals,
and they appear to characterise each of the separate categories of
non-marriage (singlehood, widowhood, divorce aI'.a separation).
The explanation for these striking and consistent variations in the use
of hospitals between married and non-married p"ople is complex and manysided.
Some clues are to be found in the lit."rature, but they are fragmentary and
often raise more questions than they answer. One important component Seems
to lie in the differential experience of ill-health between the different
marital groups. Non-married people make more use of hospitals than married
people partly because they suffer more of ths kinds of conditions that are
typically treated through iv-patient care. For example, age- and sex-
specific mortality rates are higher among non-married than among married
people for all major causes of death, and the prevalence of self-reported
chronic and acute illness is greater among widowed, divorced a~d separated
people (though not among single people). Various hypotheses have been
advanced to account for the association between marital status and ill-health,
particularly psychiatric ill-health. 'The consequences of moving from one
marital state to another (especially from warriage to widowhood) appear to
constitute a potent risk factor, and the life-styles and living conditions



























There is little evidence in the literature about the contribution made
to the different rates of hospital use. of married and non-married peol=le by
their variations in illness behaviour. General practitioner consultation
rates are generally higher among widowed, divorced and separated people than
among married people, but almost all of these 'excess' rates can proba!lly be
explained in t~rms of the greater amount of chronic and acute illr.~ss from
which they suffer. After allowing for self-reported illness, it is only
widowers who seem to consult their GPs more frequently than the other maritel
groups. Single people. appear to have the lowest consultation rates of all,
after making allowance for self-reported illnesses •
There is little evidence that the 2::ehaviour of GPs in refeITing patients
for specialist care or opinion discriminates in favour of the non-marr.>ied, but
there is extensive evidence in the literature that social factors which
influence the decisions of hospital staff about the admission and discharge of
patients .rend to increase the likelihood of non-married patients being admitted
more frequently than married patients and staying for longer periods of time •
One such factor appears to be the composition of the patients' households:
single and ..idowed patients are more likely to be Hying alone than married
patients, and this appeara to influence the choice of in-patient care as the
appropriate location for treatment. Results from one larg" regional study
suggest that single patients may be more likely than married patients to have
treatl'lent decisions made about them on these grounds, p"rhaps reflecting th,;
greater amount of family support that is gen",rally available to widowed than
to single people. The apparent tendency on the part of hospital staff to be
more influenced by social considerations in deciding the manageoent of non-
married than of married patients is reflO'cted in the level" of clinical need
displayed by each group. Point-prevalence surveys sugt;;cst that proportionately
more widcmed and (particularly) singl~, patients are likely to be jUdged by
mediCal staff as needing sub-..cute care, or e'lE!ll non-hospital care, than married
patients; but it is not clear how the clinical threshOlds of dach group of
patients differ at the time of amaission and discharge •
The literature, then, contains a number of clues to the persistcent
variations in hospital use between the married and th,; non-married, and suggests
the possibility of different expla:.1ations for widowed and single people. In
general terms, the bulk of evidence is consistent with the hypothesis that the
enhanced utilisation rates of the wid~,ed reflect predominantly their less
favourable h,.alth status, Hhilst the higher rates of the single are linked
more to their social and domicili.ary arrangements. However, much still


























phenomenon lies partly in the intrinsic merit of enhancing human tmderstanding
and partly in the implications which such understanding might hold for those
whose policy actions are affected by the phenomenon. Projected changes in
the rrarital structure of the population are an obvious example of this. One
projection forecasts an increase in the number of non-married people over the
age of 65 of 332,000 between 1976 and J.991, and if the established pattern of
hospital utilisation by married and non-llIilrried people continues in the
future, thes3 projected changes in the marital structure of the population
may be expected to intensify the demand on resources in addition to the
pressures resulting from an increase in the sheer number of elderly people •
Studies in the Health Services Research Unit of marital status and
hospital use
Proposals ,,,ere accepted by the DHSS in 1971• for two studies to explore
different aspects of the phenomenon among people aged 65 and above. The
first study took the form of a utilisation review of cohorts of elderly
patients passing throUgh acute in-patient medical and surgical cal'e at a
district general hospital. Judgements were made by the hospital medical
staff at various stages of each patient's progress through the hospital of
the presence of non-medical factors influ,-,ncing decisions about the managem!!nt
of that patient, and further information about the patients' home circum-
stances 11as obtained from follow-up interviews carried out within two 0:' three
weeks of t!:leir leaving hospi-'al. The study highlighted the potential
importance of convalescent facilities L~ coping with the post-discharge needs
of non-married patients (particularly those receiving surgical trBatment),
and the consequent need to take account of transfers between hospitals in
comparing lengths of stay benreen different geographical areas or diffel'ent
groups of patients. It also suggested that the characteristic association
between marital status and pospitalisation may be less marked in aTeas with
a taut s1J;?ply of beds in relation to the demand for them, for in such circum-
stances the use of hospital resources for predomin<:ntly social care is
minimised, and this tends to diminish the marital variations. In this
particular study a lo~r proportion of the bed-days was judged to be used for
social or administrative reasons, and the differences in admission rates
and mean lengths of stay between the married and non-married patients we:-"
correspondingly reduced in comparison ~lith the national picture.
The second study, I~hich has been the Subject of this report, I~as a
prospective case study of a group of peopl~, aged 65 and above, living in


























descriptive examination, over a period of time, of the social and medical
wants and resources of elderly people, paying particular attention to the
differences between the married, the Iddowed and the single. It was hoped
that, by collecting detail,;d descriptive info::>mation over a number' of years,
a fuller picture might emerge of the complex processes that culminate in the
differential hospital admission retes of people of differing marital status.
A systematic sample of 200 elderly peepl;, was drawn from the lists of the
Family Practitioner Committee, and of these 35 were ineligible for vario~~
reasons for inClusion ir. the study. Of the remainder, 126 (76'0) enrolled
in the study and completed the fhst interview. The study continued for
three years, whh respondents bein::: interviewed at six-monthly inter"liews;
but for reasons of death, removal, permanent hospitalisation or refusal, not
all respondents remained in the study for its full duration. Of thE- 126
who were enrolled in the study, 88 completed all six interviews and the
remaining 38 completed varying numbers of intervie"o'1s between one and fj v3 •
One interviel1er, who was trained specifically for the study, conducted the
whole of the interviewing throughout the :nain phase of the study•
An evaluation of the study
The study had certain strengths and vreaknesses, successes and failUI'es.
On the positive side, the detailed interviHTs with respondents over a period
of three years undoubtedly e~.hanced the depth of understanding of their
situations, and probably also impro'.red the validity of the information
collected. The eliciting of impol'tant items of information was not dependent
upon single questions posed at solitary moments in time; rather, it '~as
possible to use the replies to several questions, proferred over a period of
time, to construct an impression of the nature and significance to the
:respondent of important needs, svents and episode:>. It is hoped that the
narrative fOl'lll used to prese'1t much of the data in this report has in some
measure succeeded in endowing the material with a dynamic quality and a'1
impression of veracity that is less easily achi"ved with cross-se'~tional
survey techniques.
The longitudinal nature of the study also permitted distinctions to be
drawn ben1een descriptions of the problems and concerns faced by the
respondents and the ways i."l which they ~'1ere resolved. In a crcss-cectional
survey. respondents may be invited to talk either about problems I~hich they
have experienced in the past (the recollection and reporting of which may
be coloUI'ed by the ways in ~Jhich those problems have been resolved), or about

























remains an inknown quantity). In this study, :respondents frequently spoke
at one interview about particular needs or difficulties in their lives,
ignorant of how they would be resolved, and at subsequent interviews of how
those difficulties had actually worked out. This is not just an academic
point about methods; it also illustrates the liay in ~Thich elderly people
often cope with events in their lives which seem to them to pose difficulties
or threats. The case studies in this report contain several illustrations
of people uho concluded an interview by saying, in effect, that they did not
know how they would manage in the future. Yet in most cases I~ays of coping
emerged Hhich ~Tere unanticipated at the earlier interview. There seems, in
other words, to be a gap between the expectations and preparations which
some elderly people have about the futUI'E! and the reality of what tr<l."lspires.
The case of ;·lr. Porter (pages 3~-42 ) illustrates this. In the early
interviews Mr. Porter, who was almost entirely tmsupported, was very llstressed
when thinking about the futUI'E!, and he had no idea of what would happen if his
disabilities increased. In fact. he did become increasingly disabled as the
stUdy progressed, but at the same time a variety of formal and informal
services were mobilised that enabled him to keep a hold (albeit tenuous) on
independence i11 his own home. It would be difficult to grasp such disloca-
tions between expectations and outcomes from cross-sectional surveys.
Another strength of the study lay in the emphasis it placed upon the
construction of descriptive case studies, for what emerged s"trongly from the
case material ~Tas the uniqueness of each person's situation. Formal classifi-
cations of evem:s according to the marital status or household and fa'llily
structures of those who experience them are valuable ill delineating the
contours of the processes tmder study, but they are limited in their capacity
to take account of the compldxity and variety of factors shaping those events •
The case study approach, by regarding each individual as tmique, is better
suited to the task of teasi,- g out those factors, or combinations C)f factors,
that shape the distinctive fortunes of people in the same formal cla~sification
groups. It is hoped that this. too, has come throug.ll from the case studies.
Respondents of similar ages and marital status, living in similar household
types and with similar family and neighbourllood connections. nevertheless
differed in their capacity to cope with their needs, often by virtue of
distinctive or idiosyncratic features that happened to be present in one
person's life but not another's. It is, of course, no necessary virtue of
the case study approach that it can detect such nuances and idiosyncracies•
for much depends upon the topics towards :ihich the discussion is steered in
the inteI'Viel~s and the sensitivity and diligence of the interviewer in




























Nevertheless, the case study approach is mor~ likely to disentangle the
distinctive skeins of factors in each ir.dividual's life than is the more
quantitative approach of f?rmal interview surveys .
Lastly, on the positive side of the equation, it may be noted that,
although the study did not aim principally to present an account of a
representative group of elderly epople in the community, the sample at the
outset of the study was reasonably typical. in terns of age, sex and marital
structure. of the population from which it was drawn; and many characteris-
tics of the sample liere astonishingly similar to those found in other studies
of elderly people. particularly a recent national study among a large number
of elderly people in England and Wales. Thus, although the study did not
seek specifically to produce statements that could be generalised to the
elderly population as a whole, it is possible that the experiences of this
particular group of elderly people may not be too dissimilar to those of
others of the same age •
en the negative side of the equation, there are aspects of the study that
are weak and inadequate. Some of the weaknesses relate to the particular
Jllfthods used in the study, others to the relationship between aims and
achievements. With respect to the methods of the study, at least three
deficiencies can be identified. First, the data in the study derived
exclusively from intervieHs with the respondents. It had been hoped origin-
ally to supplement some of the interview data with material drawn from other
sources (such as hospital records and interviews with GPs when respondents
went into hospital), and to check the consistency of certain reported events
against other records; but in fact the researcher was not able to sustain
the necessary co-operation on a comprehensive scale for very long, and the
partial data obtained in this way have been excluded from this report. The
total reliance upon the interview data therefore means that generous
assumptions have implicitly been made not only about the accuracy of the
reporting of factual occurrences (such as GP conSultations or the receipt of
domiciliary services). but also about the reasonableness of the accounts given
by respondents of the events in their lives during the period of the study.
The impliGiltion behind the presentation of the case studies in this report
is that the stories told by the respondents Here reasonably accurate accounts
of how things 'really were' or at least that their accounts would be
endorsed in large measure by others involved in them. In fact, perceptions
of how things 'really are' are subjective and ephemeral, and it is possible
that accounts of the same events given by other people (GPs, neighbours,
relatives, etc.) would differ substantially from those given by the respondents .






















A second problem relating to the methods used in the study deri"Jes from
its longitudinal naturg. Though having certain strengths and advantages, a
longitudinal design gives rise to various difficulties in the analysis of data,
and the actual analyses in this report have not been entirely satisfactory.
The basic problem is that of coping with respondents who dropped out of the
study before its allotted duration. Several different ways have been used.
Some analyses have been restricted to those respondents who completed all the
interviews, others have presented the data for the first interview only, and
others have aggregated the data across the total number of interviews completed
by each respondent. The choice of technique was determined pragmatically by
the needs of the situation, but the result is often Illlsatisfactory .
A third problem relating to the methods used in the study concerns the
selection and recording of information in the interviews. The intervie~ler in
this particular study worked conscientiously and well, but any form of
interviewing that deviates from closed questioning and restricted probing is
open to the criticism of bias t01~ards respondents who speak freely in a semi-
structured sit~ation and towards those items of information that the interviewer
regards as important and worth recording. Likewise, in constructing the case
histories from the interview schedules, further bias and interpretation has been
introduced by the author in deciding what material to include and how to arrange
it into a coherent story. In short, the case studies presented in this report
are the outcome of various selective and interpretative processes that may
further distort the f truth' • Such bias is an inevitable feature of social
research, but the risk of it is considerably enhanced in a study of the kind
reported here. As with the other methodological shortcominGs noted abo~,
each reader must decide for himself hOH far they devalue the results •
In addition to these criticism about methodS, a further question-mark
hangs over the relationship hetween aims and achievements. The basic
objective of the study was an explor'ation, through the use of case studies, of
the nature of the link betl~een marital status and hospital use, particularly
the salience of household structure and family and neighbourhood support
systems as intervening variables. The fulfi.lment of this objective has been
impaired by the apparently aberrant pattern of service use (particularly
hospital use) among the stUdy population. The strong association found
elsewhere between marital status and hospital a.dmission rates and lengths of
stay was not evident among this group of elderly people throughout the three
yea'!:'s of the study. There was no tendency for the widowed to be admitted to
hospital more frequently than the married, and a tendency only among the

































periods of time. The explanation for this seems to lie neither in the
unrepresentative nature of the group nor in the variable rate at I1hich
married and non-married respondents dropped out of the study before its
completion, but rather in the relationship between the s'lpply of and dema'1d
for hospital beds in the study area I1hich tended to minimise the use of
hospital accommodation for predominantly social reasons. From this
perspective, Canterbury proved to be an inappropriate location in which to
pursue the original objective. However, as with the parallel study by
Morgan (1979), the particular circumstances existing within the study area
enabled other aspects of the project to be highlighted. In particular,
the corollary of the tendency to minimise the use of hospitals for social care
is an intensification of the social iIDd medical needs of people in the
community, giving rise to separate questions about the reSOUl'ces available to
married and non-married people in coping with them. Hence, although the
study fell short of achieving its original analytical Objectives, it developed
alternative strengths through the case-study descriptions of how people coped
with encroaching ill health and disability in an area in which hospital
admission threshOlds were generally high.
In the light of these observations about the strengths and weaknesses of
the study, the remainder of this section atteropts to highlight some of the
major impressions from the data rather than to offer a systematic summary
of the preceding sections •
Household structure
Clear differences exist between elderly married and non-married people
in the structure of the households in which they live. Married people,
almost by definition, are usually living in households with at least one
other person. In this particular study. four-fifths of the married
respondents were living just with their spouses, and the majority of the
remainder were living with their spouses end their married or unmarried
children. Among the non-married respondents. by contrast. just ovsr half
were living alone, the remainder li'ting mainly with their married or unmarried
children (in the case if the widowed) or their siblings (in the case of the
single). The evidence from this anc. other studies 5.ndicates that the group
of elderly non-married people living alone way be particularly vulnerable
in sev3ral ways. For example, those I1ho have recently been widowed seem
more likely to be living alone, and to be living at some distance from their
children, than those who have been l1idOl~ed for longer periods of time. And
almost half of the non-married respondents in single-person households in































In terms of household structure, therefore, there is clear evidence of
less immediate support available to the non-married than to the married, and
there is further evidence from various studies (including the parallel study
by Morgan) of the effect which these differences have upon patterns of
hospital use. It is possible, howe"er, to exaggerate the importa."lce of
this factor. For example, being Iddowed or single does not invariably equate
with living alone. An altemative way of expressing the data given abo,"", is
that almost half of the non-married respondents in the study were living in
multi-person households of one kind or another. 110reover, by virtue of the
diversity of these household types, the single and (particularly) the ,ddo~l€'d
respondents in multi-person households were often living with yomlger people
than were the married respondents. This is particularly trup. of those Hho
were living with their children or grandchildren: such people comprised nine
of the 46 widowed respondents at the outset of th" study but only seyen of
the 64 married I'e:Jpondents •
Because people tend to Jr<:rry those within a few years of their ~m age,
the households of elderly l"arried people consist predominantly of two people
growing old together and supporting each other in coping with the normal
physical and mental consequences of the ageing process. Looked at in this
way, marriage, far from having a protective effect, Tray constitut", an added
risk for those who, in addition to coping ~lith their own illness",s and
infirmities, carry extra responsibilities for a frail partner. l~gan noted
that the elderly married people in her group of hospital discharges were,
partly for this reason, among those facing the ~atest difficulties in
convalescing at hOIOO, and similar processes were evident in the present study .
Significantly more illness and disabili ty were reported among the other
members of the househOlds of married than of non-married respondents, and the
cases of Hr. and Hrs. Trigg (pages 42-Lf7), Mr. and Hrs. Penfold (pages 69-71 )
and Hr. and Hrs. Bryant (page,; 71-73 ) were fairly t-ypical of several married
couples in the study who were propping "'ach other up in thair infirmities.
One interesting implication of this phenomenon is the positive benefits to
health that may occasionally flow from the death of one of the partners in
such a lIIilr'I'iage. The new lease of lHe which Hr. Tompkins (pages 118-121)
assumed following the death of his wife was attributed by him in part to his
release from the responsibility of caring for a weak and incapacitated
partner. Of course, other patterns of intra-marital care were evident in
the study which accorded more closely to the protective effect which is often
claimed for it. An extreme example of this is th'l case of 'lr. Hal'ding
(pages 124-126), who by the end of the study was a severely disabled old man,
























younger caring wife. A less extreme example is that of Hrs. lcve
(pages 97-100), who seems to have been s'.lstained through a period of physical
discomfort and mental anguish by her supportive husband•
Communication and support netHorks
There was little evidence from the study, one way or the other, about
the significance of other household members in persuading respondents either
to seek professional care or to manage their ailments on their own. It was
certainly true that married responden'ts were often persuaded by their spouses
to consult their GPs when they would not have done so themselves, but non-
married respondents were likelo/ise susceptible to the persuasion of other
friends and relatives. Indeed, the non-married respondents in the study,
including those living alone, had often developed fairly extensive networks
of contacts and support within their local communities that sometimes
compensated for the absence of other househOld members and that yielded
more practical help than that given to some of the married respondents by
their spouses. There are several strands in the pattern of communication
networks. First, the evidence from tr.is and other studies suggests that
elderly married and widowed people have more regular contacts with relatives
than do elderly single or divorced people, and this is consistent with the
impression (see page 128) that the enha~ced rates of hospital use by single
and divorced patients owe more to their social isolation than to their
greater clinical need. Ho-I'lever, most of this variation can apparently
be attributed to the contacts which married and widowed people have with
their children. Secor-d, certain differences emerged be~o/een the married and
the widowed in their contacts with relatives, particularly with their
children. Although the married respondents in the study had rather IT.ore
children, on average, than the widowed, the latter had closer contact with
their children. Compared 1·;1th the married respondents, they were more
likely to be liVing within ~asy access of their children, and they wer~
more likely to be seeing them each day. Third, women figure prominently
among those relatives or friends with whom elderly people say they are in
regular contact. Daughters (or daUghters-in-law) ·"ere the relatives with
Io/hom married and (especially) widol1ed respondents were in the most regular
contact; sisters (or sisters-in-law) fulfilled a similar role for single
respondents; and the friends and neighbours who were mentioned by name
were overwhelmingly women. Fourth, single and divorced people seem to
compensate to some extent for their lesser contact with relatives by having
more extensive contacts with friends and neighbours. However, the
aggregation of reported contacts WiTh relatives, friends and neighbours
suggests that it is not a total compensation, for proportionately






























people have regular contact with neither relatives nor friends. Fifth, in
spite of the high proportion of elderly people ~Iho report that they are in
regular contact with others outside their household, feelings of loneliness,
isolation and even neglect were evident among the respondents in the study .
An extreme example is the case of Hrs. Sandford (pages 54-57 ), who, according
to her own account, had spent three days over Christmas alone and ill in her
flat; but many other respondents also felt isolated and cut off from social
contact with their commmity. Sometimes, as in the cases of Mrs. Sandford ,md
Mrs. Stokes (pages 94-97). the neighbourhood was regarded not merely as
inaccessible but also as positively hostile, with consequences that were
explicitly identified as deleterious to health •
The distinction between communication and support networks is important •
Many regular contacts were identified by the respondents that were not
accompanied by expectations or materi.alisations of help. Knowing neighbou.."'S
and seeing them regularly does not necessarily mean that people receive any
practical help from them, or even expect such help. The respondents in the
study had varying expectations about the help they thought they could command
in circumstances such as being confined to bed for a week through illness •
Most respondents could identify at least one source of h~lp that they thought
they could mobilise, but the proportion being mable to identify any such
source was twice as large among the single as among the married or widowed.
Though based upon small numbers, this finding is consistent witn the hypothesis
that social circumstances play a more significant part in the high rates of
hospital use of single than of widowed people. The case of Miss Impey
(pages 73-77 ) is illustrative of this process. An elderly s~ngle lady,
Miss Impey hed little support from either relatives or friends, and the
subsequent onset of various disabilities, though no more severe than those of
many other respondents in the study, nevertheless compelled her to leave her
home and enter residential care .
Sources of help
A further difference between respondeIlts in different marital categories
emerged in the responses to questions about thl'> nature of the anticipated
source of help. Married people, not slU'prisingly, thought they ~lOuld rely
mainly on their spouses: half of them mentioned a husband or wife only, and
a further third mentioned their spouse and one or more other people. The
most common anticipated source of help for widowed people was a daughter or
daughter-in-law: just over half of the widowed respondents identified this


















Single and divorced respondents tended to be divided in their estimation of
the most likely SOUI'Ces of help: a third ':lentioned relatives only (usually
sisters), a quarter mentioned non-relatives only, and a fifth mentioned a
combination of relatives and non-relatives. A mere handful of respondents
identified statutoI"J, voluntary or private services as their principal source
of help if they had to remain in bed for a ileek.
Information about the help that people actually received, in contrast to
the help they thought they might receive, is difficult to s~4rise because
it cropped up at many different points in the interviews. Certain impressions
may, however, be noted. One i!l'pression j.s the way in which unanticipated help
materialised when it was needed. !-laDy respondents tended to underestimate
the extent to which they could count upon their neighbours for help. One of
many illustrations of this is the case of Hrs. England (pages 58-61 ), ~Iho
at the outset of the study had described her upstairs neighbour as a 'loner'
and 'not keen on company'; but later, when Mrs. England was recovering from
a second hip replacement operation, the neighbour had given substantial
personal care to Mrs. England as well as assistance with such tasks as
shopping and doing the 'lashing. A second impression, which elaborates the
point, is the ~;idespread support that neighbours gave to respondents in the
study, both in a specific context at times of illness or incapacity and in
the general context in helpi..'1g them to cope on a day-to-day basis. The
popular belief that good neighbourliness no longer exists is incorrect in
relation to this particular group of people. It is very difficult to
quantify in any precise way the extent to which such neighbourly help
prevented or minimised the reliance upon statutory services. The evidence
from the case studies presented in this report suggests that such support is
more likely to improve the quality and comfort of people's lives than to be
a specific substitute for statutory care, but there is some e'ridence that the
care of neighbours may have 1 sen a material factOr in enabling some of the
respondents to maintain their independence in their own homes. Hr. Porter
(pages 38-42 ) is a case in point. By the end of the study, Mr. Porter was
suffering from cumulative disabilities and other problems, and he seeDS to
have been able to cope only through the sustained assistance of other people,
including in particular some very caring neighboUI's. His is perhaps the
clearest case anong those presented of the value of neighbourhood support,
but several of the other case studies also indicated the presence of active,
helpful neighbotrr's (see, for e;y.ample, the cases of Hies Pope (pages 42-44 ),
~Ir. and Mrs. Bryimt (pages 71-73), Hrs. Ne~1TIlan (pages 114-ll7 ) and

















A third impression of the sources of help to the respondents in the study,
which is confirmed in many other studies, is that of the importance of
daughters in the support available to elderly married and widowed people. A
significant distinction between the care provided by daughters and that
provided by friends or neighbours is that the fo~r does not depend exclusively
upon geogt'aphical proximity, though it clearly helps. Friends a'ld (by defini-
tion) neighbours are only useful if they live near to the person being helped,
but many respondents ill the study regarded their daughters as importa."lt
sources of aid even though they were living in other parts of the county or
farther afield. Daughters helped their parents by visiting, if necessary,
,
at times of particular need (Mrs. England, page 59; Mr. and Mrs. Winter,
page 126); by offering short-term accommodation in their own homes (Mrs. Ludlow,
pages 91-94); occasionally by giving financial aid for private hospital or
nursing care (Mrs. England, page 59 ); and by helping with day-to-day jobs in
the home (Mrs. l'lilloughby, page 103). Yet in spite of the important part that
daughters usually played in the care of their elderly parents, the existence
of daughters did not guarantee such care. In Hrs. Sandford' s case
(pages 54-57"), for example, two daughters living within easy reach of their
elderly widowed mother failed to provide what she regaI'ded as the kind of
care that she might reasonably expect; and Mrs. Clarke' s (pages 25 -30 )
adjustment to widowhood was not helped by the limited contact sh~ had with her
daughter.
A final impression from the data on the help received by the responder.ts
in the study was the relatively small part played by organisations of one kind
or another. Churches, for example, were rarely mentioned as supportive
communities, and only one of the case studies presented in this report (that of
Miss Pope, pages 42-44) specifically referred to them. In this particular
case, however, a church community had been beneficial in helping Miss Pope, a
spinster of 82, to cope with the sudden death of the sister with whom she had
been living. Likewise, day centres and day clubs did not figure as promin-
ently in the lives of these people as might have been expected, although they
were used more extensively by the non-married than the married respondents •
Only Mrs. Sandford (pages 54-57 ) among the cases reported above appeared to
regard a club as a consistently important element in her life, ar.d friends





















Tun1ing now to a diffe%'Elnt question, that of the consequences of becoming
widowed, sore insights are available from the experiences of respondents who
became widowed during the course of the study. Five women and two men
experienced the death of a spouse during the th%'Ele years of the study, but
th%'Ele of these bereavements occurred between the fifth and sixth interviews,
thereby affording only a limited opportl.lllity of studying their effects.
The best accol.lllt of the consequences of widowhood is that of Mrs. Clarke
(pages 25-30 ), whose husband died benleen the first and second interviews,
and who in subsequent interviews reported a variety of problems and diffi-
culties that stermned more or less directly from her loss. Mrs. Clarke's
case illustrates well the advantages of a longitudinal design in studying the
consequences of specific events, for a much more thorough and realistic
accol.lllt of the consequences of bereavement could be constructed in this way
than by questioning existing widows and widowers about events and experiences
that had happened in the past.
Taking all seven newly-widowed respondents together, there was some
evidence in support of the classic pattern of increased use of health
services following bereavement. The confidence that can be placed in this
conclusion is impaired by the differillg periods of time before and after
widowhood for which information about service use was collected, but six of
these seven respondents increased their adjusted annual rate of GP consulta-
tions in the post-bereavement period during which they remained in tt.e study,
and three of them were admitted to hospital within a few months of becoming
widowed. These findings can to some extent be attributed directly to the
experience of widowhood. For example, feelings of depression and loneliness,
and difficulty in sleeping, were commonly experienced symptoms in the post-
bereavement period, and visits to the doctor's surgery for drugs to alleviate
them appeared to accol.lllt in ~arge part for the 'excess' rate of GP consultations.
The three hospital admissions cannot, however, be explained in such an obvious
way. Mrs. Newman (pages 114-117) entered hospital about a year after her
husband's death for the removal of a growth on her neck; Ill'. Tompkins
(pages 118-121 ) had spent a week in hospital, a month or two after his wife's
death, following a severe attack of petit mal; and in the third case (not
reported above) a 73-year old man spent two weeks in hospital, some 15 months
after his ~dfe's death, following a mild heart attack. It is plainly
impossible, on the evidence available, to judge whether these admissions can
be attributed to the consequences of bereao"ement. All that can be said is






























among widowed people is due in part to their increased risk of admission in
the years inunediately following bereavement. And the admission of the
73-year old man following a mild heart attack is also consistent with the
findings of other studies (for example, Parkes, et ~, 1969) that the greatest
increase in mortality during the initial months of widowhood occurs among
those dying from corona~J thrombosis and other arteriosclerotic and degenera-
tive heart disease •
The case of Mrs. Clarke suggested a possible link between widowhood and
health that has not commonly been noted in other studies. From being a
wOllan in apparently good hEalth for hel:' age, a'ld, as she herself put it,
gregarious and full of life, Ml:'s. Clar-ke b-ecame, in the months following the
death of hel:' husband, lonely, isolated, nervous, tired, and unable to cope
properly with the management of the household. At each interview following
the death of her husband, Mrs. Clarke said that her health had deteriol:'ated
during the preceding six months, and in the final interview she consciously
attributed these changes to her bereavement. Yet Mrs. C1arke did not mention
any major changes in the specific disol:'ders fuom which she SUffered, apal:'t
from the onset of a state of nervousness. Her main reported health pI'Ob!ems
throughout the study were diabetes and occasional episodes of rbeumatism and
respil:'atory infections. The effect of widowhood seems, in Mrs. Clarke's case,
to be reflected less in the onset of new condiHons causing disability, and
more in the intensification of the limitations imposed by pre-existing
conditions. In particular, the tiredness which !1rs. Clarke felt when walking
long distances, and which she attributed at least in part to her diabetes,
fostered a deep sense of iSOlation that had not existed when hel:' husband had
been alive and the car was available. Hidowhood, in other words, may generate
changes in life-s1:'.lle that re'l.ui"e new ways of adapting to existing conditions
and disabilities, and it is the diffiCulties in adaptation that may account in
part for the enhanced use that newly Hidowed people make of health and other
services. There is also evidence fuom other cases in the study that the
experiences of people leading up to the deaths of their spouses may affect the
way in which they respond to the deaths themselves. Hrs. Newman (pages lllf-1l7).
for example, experienced considerable exhaustion and worry whilst nursing
her husband through the terminal stages of cancer, and she thought that this
experience contributed to the depression and tiredness she felt after his
death. For !1r. Tompkins (pages 118-121 ), by contrast, widowhood represented
release fuom the restrictions that had been imposed upon him by an ailing wife,
and in the interview following his bereavement he seemed to have taken on
something of a new lease of life, joining new organisations and developing new





























A final point about the consequences of widowhood that has not been
emphasised in the literature is the ~ay in which comparable experiences can
occur to non-married people. Of course, the marital relationship has
distinctive features that are not replicated in any other relationship, but
there was evidence in the study that the death of a sibling may be as signifi-
cant an event for single people as the death of a spouse is for married people.
The concept and consequences of bereavement is not the exclusive property of
the married. Two illustrations of this have been presented in this report.
Miss Pope (pages 42-44) was a very elderly spinster who, at the outset of
the study, had been living for many years with her younger sister. The sister
died suddenly from a stroke shortly before the third interview, and Miss Pope I s
aCCOlmt of her reactions to the sister's death 'lIas very similar to that given
by married people on the deaths of their spouses. The similarity was evident
not only in terms of the emotional response, but also in terms of the adjust-
ments that had to be made in daily living. Miss Pope complained. for example,
that O'lIing to the lack of help, she ~ras not able to have a proper bath an
identical problem to that reported by Hrs. Newman (page 116 ) following the
death of her husband. The second illustrative case is that of Mrs. Perkins
(pages 37-36), a widow who, though not actually living with her sister, was
nevertheless dependent on her for social contact. As with Miss Pope. the
unexpected death of the sister left Mrs. Perkins in a situation not
dissimilar to that of the newly widowed respondents, and by the "lOd of the
study she was making plans to link up with another sister in Canada .
Reported difficulties in daily living
Lastly, some general impressions may be recorded not about the differing
contexts and experiences of married) vlidol'Ted and single people, but about the
general difficulties experienced by th6 elderly respondents in this study•
One strong impression that the author has gained from the data is the way in
which so many people were living at the margin of their social and physical
resources, and were having to cope with considerable disadvantages, handicaps
and setbacks with relatively little assistance. It is recognised that such
an assertion is necessarily a subjective evaluation, and is based exclusively
upon the accounts given by the people thell'selves; but it is surprising, and
to some extent shocking, that among a random group of non-institutionalised
people aged 65 and over, so many cases should have been discovered of people
living in situations of considerable difficulty. The case of Mr. Porter.
lying awake at night afraid of falling ill and being unable to summon help,

























appropriate aids, and struggling on hi.s bicycl~ to reach the shops, the
chemist and the doctor's surgery, l'lp-ems almost like a flashback to lU' earlier
generation. His was on'" of the more extreme cases, but many of the other
cases reported above, a:1d many of those not reported for lack of space,
illustrate quite clearly the difficulties faced by elderly people in their
own homes.
Some indicators emerge from the case studies about the nature and causes
of these difficulties. One factor that uas fairly widespread among the study
population was that of isolation. At least three dimensions of isolation
were evident. The first was the isolation felt by those who had moved from
one part of the country to ano"t.her on thai:..' retirement. This particula.r
facet of isolation may have been emphasised in this and other studies
(e.g. Kam, 1977) by ',irtue of its location in a geographical area 1:hat is
well known as a retirement zone and that contains an uncommonly high proportion
of retired people. Hany respondents in the study had moved to the area on
retirement, and several (such as !~r. Trigg, page 44. and I-Irs. Newman, page 114 )
regretted it. RespOI!dents I'P.ported difficulty in making new friendships> and
this, as HI'S. Clarke found, could be an added diffiCUlty in coping \'Iith the
consequences of widowhood. The second dimension of isolation was that of the
location of houses, bungalows and flats. Respondents frequently complained
about the distances they had to travel to shops and other facilities, and
about the cost and unreliability of public transport. In some cases necessary
shopping remained undone and needed visi1:8 to doctors' surgeries were postponed.
In other cases additional expenditure was incurred thro'..lgh the use of taxis.
An effectiva and cheap transportation system would probably do as much as any
other single measure to impro-ve the quality of the lives of many of the
respondents in the study. The third dimension of isolation, to which
reference has already been made, was that of the isolation ~lhich respondents
felt in their own homes. A: :lin, this took various forms. Se-veral respondents
were worried by their inability tc communicate ui·th th!! world outside their
homes, and wculd have liked to have a telephone or some other communication
system installed. Others were cut off from simpl~ forms of help that would
have made life easier or more comfortable for them. Many respondents, for
example, would have liked help in ha'ling a proper bath, and some (such as
Hiss Impey, page 76 and Mrs, Willoughby, page 1(4) had been deprived of heat
because of their incapacity to fetch the fuel. In yet other cases the
effect was potentially more serious: there were occasional reports of people
































Another factor that seems to have contributed to the difficulties faced
by some of the respondents was that of their attitudes towards independence
and self-sufficiency. Such attitudes are COlll!l1OTl, as the case studies have
shown, and often they were constructive and beneficial. The desire to remain
in their own homes, and to be as independent as possible of outside help, >las
important to the self-respect and psychological well-being of many of the
respondents, a~d it enabled them to cope with adversities and setbacks that
might otherwise have swamped them. But such attitudes, though wholly under-
standable, rray eventually become counter-productive by raising needless
barriers to services that are available and that might help the recipients to
maintain their own goal of independence within their homes. The appropriate
response to such attitudes is not to condemn them for their intransigence but
rather to continue the search for w'¥s of identifying potential recipients
and offering them help in a manner that does not threaten their self-respect or
undermine their desire for independence .
Finally, this study has confirmed the results of many other investigations
about the widespread effects of disability upon the quality of the lives of
elderly people. Restrictions in mobility, limitations in the capacity to
perform the basic tasks of self-care, and the fear of falling or blacking-out
imposed quite widespread constraints on the things that people could do and
the confidence with which they did them. The conceptualisation and measure-
ment of disability in this study was done in a way that enabled limited
comparisons to be made with other studies both of the prevalence of disability
and of the changes in the disablement status of i.ndividuals over time. Such
comparisons suggested that the information obtained in this study >Ias broadly
compatible with that of other studies, particularly those carried out in
CanterbU%'Y. In many cases the disabilities experienced by the respondents
were the result of a gradual process of diminishing capacity rather than the
specific outcome of a single. identifiable event. It is interesting,
however, that in at least two cases the fairly abrupt onset of acute symptoms
seems to have acted as a catalyst in the respondents' pe~eptions of their
disabilities (see, for example, the case of Miss Impey, pages 7lJ.-77 ). No
systematic assessments were made of the services required to alleviate the
disabilities experienced by the respondents, and no information I<TaS gathered
about the attempts (successful or otherwise) that they had made to secure
them; but a fairly strong impression comes through from the data that some
of the disabilities, particularly those concerning mobility within the home































EPILOGUE: THE PROJECT IN PERSPECTIVE
This project, and the three reports it has produced, developed out of
the observation that people in different marital status groups experienced
differing mortality and morbidity rates, and behaved very differently in their
use of hospitals and other health services. Such differences appear-ed to be
pervasive in time and space, and were similar to (and in son:e cases greater
than) the differences between men and l~omen or between social class groups.
The project has been concemed with two basic questions: why do these
differences occur, and what are their implications for health care policy?
In addressing these questions, the project has achieved a number of
different things •
First, the detailed contours of the marital status variations in
hospital use have been mapped out with greater clarity than had previously
been done. The first report of the project (Butler and Morgan, 1974)
contained the detailed tabulations and commentary, and a summary was
subsequently published in the British Journal of Preventive and Social
Medicine (Butler and Morgan, 1977). The published paper is mentioned in
this context because of the considerable interest it generated. Requests
for reprints of the paper wem actually received from 13 different countries,
and it has been included in at least t·ro anthologies. Such a response is at
least suggestive of a fairly widespread interest in the substance of the paper
and in the analytical methods it used.
Second, the project has gathered together the literature on marital
status variations in service use, and has attempted to order it in terms of
explanatory hypotheses. The forthcoming pape%' in Social Science and Medicine
(Morgan, 1980) is the major product of this part of the p%'oject, and it is
hoped that it will generate the same interest as the ea%'lier paper. One
important question that is discussed in this paper is the continuing
appropriateness of marital status as an analytical variable. The logic of
its use rests upon the prior assumption that an individual's legally defined
marital state both reflects and creates an identity and life-style that, in
probabilistic terms, is differentiated from those of othe%' ma%'ital states.
It is possible, however, that the validity of this assumption is Heakening,
for various trends (such as the increase in consensual unions, the rising
rate of divorce and remarriage and th'9 growing financial security of never-
married and forlOOrly-marrie,d women) are likely to reduce the analytical





























Third, the two studies in the project have explored in some detail the
nature of the association between marital status a~d hospital use among one
sector of the population (those aged 65 and above) in one local area. They
have concentrated particularly on the Hays in Hhich community structures
influer.ce the diffel'ential use of hospitals by elderly married and non-married
people, and they have each euq>loyed a :research approach that is unusual,
though not unique. The hospital study (Horgan, 1979) sought to examine the
influence of clinical and social needs on patterns of hospital admission and
discharge, and it did this by developing :I method of utilisation review that
could be applied routinely in the Hal'ds of a district general hospital. The
usefulness of this study, therefore, lay not only in the substantive results
of the review ,Then applied to the study hospital, but also in the development
of a feasible research tool for application elsewhere. The report of that
study paid particular attention to the methodological aspects of the review •
The community-based study reported here has tri~d to describe the experiences
of a small group of eld?!'ly people ovel' a pel'iod of th:r>ee years. Again, it
is hoped that the value of the study lies not only in the research findings,
but also in the utility that has been demonstrated of a longitudinal study
of this nature. There are difficulties involved in this type of rcseal'ch
design, but the report has shown that it can be cal'ried out quite cheaply,
and yield insights that are not available from conventional cross-sectional
SUI'veys. As with the hospital utilisation review, more widespread use might
profitably be made of longitudinal surveys of eldel'ly people. In additio."l
to their methodological aspects, the r<!ports of both studies have tr>ied to
relate the research results to the underlying questions and objectives of the
project, thel'Cby adding a little to our underetanding of the processes at
work in pl'oducing the obse:rved association of tnal'ital status and hospital use •
Fourth, the particula:r> area in which the project has been located, and
the distinctive features of the hospital tha"t serves it, have pl'oduced a
number of conclusions about the interpretation of routinely avaj lable
statistics on hospital use. Many of these were discussed in the re];:ort of
the hospital study (Mol'gan, 1979); th,sy included, for exauq>le, the need to
take account of transfers in making couq>al'isons over time or be'b~een
hospitals, and to allow for :read:nissions in using HIPE statistics in a:r>guments
about the val'iations in hospital use be'b~een people in different population
sub-groups. Both studies also euq>hasised the way in which the availability
and use of health service resources in the study a:r>ea appeared to affect the


































Fifth, both studies have generated conclusions that may be of relevance
to policy-makere, not in the sense of providing policy prescriptions (for
example by demonstrating cost-effective alternatives to established ways of
doing things), but rather in the sense of highlighting events, processes and
opportunities that might increasingly be the subject of policy decisions.
The future grc~~h in the number of elderly people, coupled with population
processes that may be expected to divide families geographically and to
incrEase the number and proportion of elderly non-married people, will ens\lI'8
that the proper care of the elderly will continue to be a major e~hasis in
social policy developments. Both Rtudies in this project have contributed
to the necessary task of describing the needs of resources of elderly people,
particularly at times of heightened difficulty when leaving hospital or when
experiencing a decline in health and functional capacity •
As an illustration, one consistent result emerging from both studies is
the significance of informal helpers in enabling elderly people to manage in
their own homes. In all sorts of ways, family members, friends and
neighbour'S performed a wide range of sel'vices that would othenlise have had to
be provided from other resources, or not at all. These informal helpers
were predominantly women, and many were themselves elderly. These findings
are s .l.milar to those reported by Green et al (1979), and they bear out an
i~licit ass~tion of conununity care that an additional resource is available
to supplement the statutory services, the voluntary organisations and the
'professional' good neighbour (Challis, 1979). Hithout such informal support,
the quality of domiciliary care of the elderly would be substantially impaired .
However, as Green ~ al point out, 'this suggests that the unit of care and
focus of policy in dOll'iciliary services should not only be the individual but
also the informal network of helpers' in order to ensure that such helpers
are themselves helped to co-ordinate their efforts with those of others, and
also to cover the gaps that arise when they can no longer provide such help.
Sixth, the project has suggested a nu.TJlber of topics upon which future
research effort might be concentrated, although no further proposals will be
made from the Health Services Research Unit. It is apparent, for exa~le•
that the association of marital status l~ith morbidity and mortality differences
rell'.ains i~erfectly understood. Future work in exploring this association
might attempt to derive and test causal h)'llotheses in the way suggested by
Bachrach (1975) in relation to mental disorder, or to explore the usefulness
of the concept of general susceptibility (Najman, 1980). A second obvioU1S
possible focus of future work is in the effects of marital breakdown. So far






























widowhood, but Leete's (1977) population projections indicate that the largest
proportional increase in the number of elderly people will occur among those
who are divorced. For obvious reasons existing I'9search (including the two
studies in this project) have had little to say about the category of elderly
divorced people, but the similarities and dissimilarities bet'"een the
experiences of divorced and widowed people may be a critical factor in the
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Table 1 Rates of participation in the study
-------
r-. 1st 2nd 3rd 4th 5th 6thinterview interview inteynliew intervie~1 intervie',; interviewI
Number of respondents approached I 200 J.26 li5 107 101 98l
Iof which:GP's listNot on ! 14
Died 10 5 1 2 1 1
!1oved· elsewhere 11 1 1 1 0
Refused 30 4 6 3 3
Permanently hospitalised 1 1 1 1
Not contacted 9 1 2 4 1
Interviewed 126 114 107 99 94 92
-..
...
Table 2 Percentage distribution of marital status, by sex and age,
l01I of respondents in study and of total population aged 65 and over
in the study area at 1971 census
-!""
l01I Males Females
Age and Respondents Population Respondents Population
-c marital status no. % % no. % %
Under 65 ,
married i










... married 16 BB B6 11 ~~ 55
l01I widowed 1 6 7 10 ~o 2B
-
divorced 1 6 1 ~ 1
.. single 7 ! 3 12 16
...




.. married 9 75 Ba 12 50 4~
widowed 1 B 13 B 33 39
- divorced 1 ~ 1
..
single 2 17 7 3 13 16
--
.. sub-total 12 100 100 2~ 100 100
... !75-79
.. I





single I 6 20....
sub-total ! 5 100 100 19 100 100
- I~ Ba and over I
... married
I
3 50 5~ 2 15 14
... widowed 2 33 39 9 6~ 66
...
divorced \
l01I single 1 17 7 3 21 20






















Table 3 Percent-age distribu'tion of age, by sex, of respondents
in study and of total population aged 55 and over in
the stu&t area at 1971 census
Sex and Percentage distribution Percentage distribution
age group of respondents in study of total population, 1971
~Ien
55 - 69 44 38
70 - 74 29 29
75 - 79 12 18
80+ 15 15
All ages 100 100
l
Women f
65 - 69 I 30 31
I
70 - 74 ! 29 27














All ages 100 100




1'1'''11'11' .. llrllrllrllrl 11 11 IJ
Table 'I Household composition of respondents at the outset of the study
Other Marital status and sex of respondents
household
Jmembers Married Widowed Single. Divorced
f~ F M F M F M F
!lone I 11 22 2 5 1 2Spouse only 27 28
Spouse and unmarried child(ren) 11 2 I
Spouse and married child(ren) 1 I
Spouse and other (s) 1 1 I,
Unmarried child(ren) only I 3IMarried child(ren) only 6I
I




Other non-relative ( s) ! 1 5,
:,































Table 5 Number of surviving children reported by married











Table 6 Residence of children of married and widowed
respondents at the outset of the study
Residence of children Harried Widowed
respondents respondents
At least 1 child in same household 7 9
At least 1 child in same town, but
not same household 13
,
10,•
At least 1 child in same county. I
but not same town 25 ! 9No child(ren) in same county 11 10!No children i 8 8I, I
I
;




Table 7 Frequency of contact with children by married and




At least 1 child once a day 8 16
At least 1 child once a week, but
less than once a day 2l 10
At least 1 child cnce a month. but
less than once a week 16 3
At least 1 child once a year, but
less than once a month 10 8
No child for at least a year 1 1



































































At least 1 child I















At least 1 child
in same town or
village
Table 8 Residence of children and relatives of respondents,
by marital status, at the ol.ltset of the study
"
Married 2 Married 3 Married 3 Married
I
Widowed 5 IUdowed 1 li'idowed 3 Widowed
Single/ Single/ ! Single/ Single/
divorced divorced I divorced divorced 1
=-------+!----~l~8....,2,--::------;-I-------l cJc---------
Married 1 l-larried 7!Married


































































Table 9 People mentioned at the first intervieH as a source of help
if respondent was confined to bed for a Heek because of illness
I Harital statusISource(s) of help i Single /
l Harried HidoHed divorced
t
,
Spouse only I 32,
Spouse + daughter(s) I 8
Spouse + other relative(s) I 5
Spouse + non-relative(s) 8
Daughter(s) only 3 15
Daughter( s) + other relatives(s) 1 2
Daughter(s) "'" non-relative(s) 7
other relative(s) only 1 4 5
Non-relative(s) only 2 11 4
Other relative(s) "'" non-relative(s) 2 3
Statutory/voluntary/private
services only 1 1




























Table 10 Proportion of completed interviews at which respondents
reported unmet needs for help of any kind in the nreceding six months
MaritaJ. status
Proportion of Single I
interviews Married Widowed divorced
,
I
None I 53 36 14
1 - 24% I 5 6 1
25 - 49% I 5 1
1
50 - 74% I 1 21,

























Table 11 Proportion of completed interviews at which respondents
































None 36 31 9
1 - 24% 17 5 2
25 - 49% 5 5 2
50 - 74% 1 1 2
75% ot' more 5 4 1
,








Table 12 Prevalence rates p"r 1,000 population of handicapped men and
women aged 65 and over in private hou~eholds in Gt. Britain, 1968-9



























Table 13 Subjective assessment of health status,























































Table 14 Subjective assessment of change in health status,
by marital status, of respondents remaining in the study
for its full duration
l1arital status
Assessment of Single/
change !'.arried Uidowed divorced
No change 20 la 5
Change for worse 18 8 3
Change for better 10 5 2
Other response 2 6
























Table 16 Mobility difficulties out-of-doors and
indoors at the outset of the study, by age and
rnarital status
Age and marital status
Mobility Under 75 75 and aboveSingle/ Single/difficulties 11arried Widowed divorced Married Widowed divorced
OUt-of-doors
No difficulty ~3 16 7 7 16 ~
Some difficulty 6 ~ 3 5 B
No mobility 1 2 2 2
Total 50 20 12 l~ 26 ~
Indoors
No difficulty ~8 19 11 10 22 ~






















Table 17 The reporting of mobility difficulties throughout









Age and marital status
Under 75 75 and above
Single Single I


















































No difficult'y at any
interview 44 17 9 9 18 3
Some difficulty at
all interviews 1 1 4 3
No mobility at any
interview










Total 50 20 12 25
Table 18 Nu.wer of self-care tasks causing difficulty





























Age and rrarital status
Under 73 75 and above
Single/ Single/
Harried Widowed divorced l1arried 1'1idowed divorced
!l0 16 8 7 15 3






















Table 19 Changes between first and sixth interviews
in the difficulties caused by self-care tasks (N=91)
At follo~-up I IAt follow-up
performs func- Same amount 'performs func-
tions with less i of difficulty 'I tions with more
difficulty than 1 at each . difficulty than



























Getting in and out
of bed on your own








Putting on shoes and
socks or stockings
yourself







Combing and brushing i)












































































































Table 21 Respondents' reporting of hospital out-patient clinic
attendances during the course of their participation in the study,
by age and marital status
Number of interviews at Age and ma!'ital status
which OP attendance in
under 75 75 and aboveprevious six months Single I Singlel
was reported Married Widowed divorced Married Widowed divorced
\, (75%)None 52% 80~6 58% I (29%) 58%,
•I
One 24% ( 590) (25%)
I
(29%) 23%
Two ( 8%) (10%) (17%) (13%) (8%)
Three or more 16% (5%) I (29%) (11%) (25%)
...
-


































Table 22 Mean number of reported general practitioner
consultations in each six-mon!.h recall period

























Table 23 Respondents I reporting of contacts with a nurse during
the course of their participation in the study,
by age and marital status
Number of interviel~s Age and marital status
at which a nurse was I,
under 75 I 75 and above
seen in the previous Single/ ! Single/
six months Harried Widowed divorced " Harried Widowed divorced,
I
None 72% 50% 50% 50% 54% (25%)
One 22% 30% ( 33%) ( 1lt%) 23%
Two (2%) (10%) ( B%) ( 7%) (12%) (25%)

































Table 24 The reported consumption of I'9gularly taken medicines
and/Ol' medicines on repeat prescriptions, by age and marital status,
at the fourth and sixth interviel's
Drugs taken Age and marital status
regularly and/or
Single/ Ion repeat under 75 75 and above S· 1 /prescriptions ~ng e!1arried Widowed divorced' Married Wido,,,ed divorced
Fo~h interview
Yes 27 8 8 9 13 2
No 15 6 3 2 5 1
Total 42 14 11 11 18 3
Sixth interview
Yes 29 9 7 8 14 2






Total 41 14 8 10 17
